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“In a nuanced and creative inversion of traditional approaches to the treatment of 
anxiety, Eifert and Forsyth offer clients the possibility of relinquishing their struggles 
with anxiety, by “treating” the struggle as the problem and letting fear play out to an 
increasingly disinterested audience of one. Acceptance, commitment, and 
mindfulness are essential to this process, and this book clearly lays the type of 
experiential learning foundation that allows clients to embody these concepts and, 
through their actions, develop a new relationship with their fears. This book will 
certainly become a vital clinical resource for any therapist, student or educator in 
the field of anxiety disorders.” 


—Zindel V. Segal, Ph.D., the Morgan Firestone Chair in Psychotherapy 
and professor of psychiatry and psychology at the University of 
Toronto and author of Mindfulness-Based Cognitive Therapy for 
Depression 


“Eifert and Forsyth present the complexities and nuances of acceptance and 
commitment therapy for anxiety disorders in a fascinating and conceptually 
illuminating style and in a manner that is amply detailed to guide clinical practice. 
The principles that underlie acceptance and commitment therapy—to relinquish 
attempts to control internal states and instead focus upon valued life directions and 
goals—are brought to life with excellent case examples throughout their step-by-step 
guide for treating anxiety disorders. This book will be an invaluable resource for 
theoreticians and clinicians, novice and experienced alike.” 


—Michelle G. Craske, Ph.D., director of the Anxiety Disorders 
Behavioral Research Program at the University of California, Los 
Angeles and author of Origins of Phobias and Anxiety Disorders 


“Eifert and Forsyth have done something revolutionary! They have taken the 
treatment of anxiety disorders far beyond the disease model that CBT has been 
stuck in by brilliantly examining the core psychological processes that make fear and 
anxiety disordered and explaining in clear language what all anxiety disorders have 
in common. Their conceptualization of fear and anxiety demonstrates the cutting 
edge of clinical research and development within CBT and its development into the 
so-called third wave behavior therapies. The book contains innovative and 
user-friendly session-by-session guidelines on how to apply ACT for all the major 
anxiety disorders. This therapist guide should be on every clinical psychology 
program’s reading list. It is truly an eye opener and a huge step forward in how we 
view and treat the suffering associated with anxiety disorders.” 


—JoAnne Dahl, Ph.D., professor of clinical psychology at the University 
of Uppsala, Sweden, and author of Living Beyond Pain and Pain: A Vital 
Friend 


“Behavior therapy is undergoing extraordinary change. Mindfulness, acceptance, and 
values-oriented interventions are increasingly being included in interventions for a 
wide variety of problems in living. Eifert and Forsyth’s new anxiety text is a stunning 
example of the potential for this new wave of behavior therapies to remain 
connected to their scientific roots while exploring emerging treatment issues and 
technologies. This book is a must for the bookshelves of both clinicians and 
treatment developers.” 


—Kelly G. Wilson, Ph.D., assistant professor of psychology at the 
University of Mississippi and coauthor of Acceptance and Commitment 
Therapy 


“This book provides concrete treatment guidelines that are firmly grounded in a 
new and intriguing approach to emotion regulation: Acceptance and Commitment 
Therapy. The authors are well known for their rigorous scientific studies and 
theoretical contributions to the field of anxiety disorders and behavior analysis. 
This book further demonstrates that they are highly skilled clinicians and masterful 
educators who are able to translate complex theories into simple and clearly 
formulated treatment techniques. The book is a reflection of the current paradigm 
shift from the studies of behaviors and cognitions to the study of and emotion 
regulation and, therefore, is a must-read for both the present and next generation 
of anxiety researchers.” 


—Stefan G. Hofmann, Ph.D., associate professor of psychology at the 
Center for Stress and Anxiety-Related Disorders at Boston University, 
and Editor of Cognitive and Behavioral Practice. 


“Acceptance and Commitment Therapy for Anxiety Disorders provides a detailed, 
step-by-step account of how therapists can use ACT to help people who are 
suffering from these problems. Its comprehensiveness and session-by-session guides 
will help people who are novices to this approach understand and apply the 
fundamentals of ACT. Experienced ACT practitioners will also find this an 
extremely valuable resource, as Eifert and Forsyth have deftly tailored core ACT 
techniques to target the primary issues of people with anxiety-related problems. 
In addition, this book provides a considerable amount of new and innovative, 
out-of-session exercises and materials clients can use to strengthen their 
commitment to move through their anxiety and lead a vital life that they will 
value. In all, it’s a one-stop-shop ACT guide for treating anxiety disorders.” 


—Frank Bond, BA, P.G.Dip., M.Sc., Ph.D., C.Psychol., ICTLHE, senior 
lecturer in the Department of Psychology at Goldsmiths College, 
University of London 


Georg H. Eifert, Ph.D., is professor and chair of the department of psychology at Chap- 
man University in Orange, CA. He was ranked in the top thirty of Researchers in 
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They routinely give talks and workshops on acceptance and commitment therapy and 
cognitive behavior therapy for anxiety and related disorders. 


Foreword writer Steven C. Hayes, Ph.D., is University of Nevada Foundation Professor 
of Psychology at the University of Nevada in Reno, NV. He is the author of Acceptance 
and Commitment Therapy and Relational Frame Theory, among many other books and 
articles, and he is one of the founders of acceptance and commitment therapy. 


A Note to eBook Readers 


The hardcover edition of this work come with a bound-in CD-ROM that contains 
PDF versions of many of the worksheets, forms, and assessments found herein. 


All of these files are available to you for download at http://nhpubs.com/6867 
Please note that the purchase of this ebook does not include a physical copy of 


the CD-ROM, and please interpret any reference the CD-ROM or the disc that 
you might find in the following text to refer to the files on the above web link. 


Acceptance & 
Commitment 
Therapy for 
Anxiety Disorders 


A Practitioner's Treatment Guide to Using 
Mindfulness, Acceptance, and Values-Based 


Behavior Change Strategies 


GEORG H. EIFERT, PH.D. 
JOHN P. FORSYTH, PH.D. 


New Harbinger Publications, Inc. 


Publisher’s Note 


This publication is designed to provide accurate and authoritative information in regard to the subject matter covered. 
It is sold with the understanding that the publisher is not engaged in rendering psychological, financial, legal, or 
other professional services. If expert assistance or counseling is needed, the services of a competent professional should 
be sought. 


Distributed in Canada by Raincoast Books. 


Copyright © 2005 by Georg H. Eifert and John P. Forsyth 
New Harbinger Publications, Inc. 

5674 Shattuck Avenue 

Oakland, CA 94609 


Cover design by Amy Shoup 

Cover image: Veer/Digital Vision 
Text design by Michele Waters-Kermes 
Acquired by Catharine Sutker 

Edited by Heather Mitchener 


All Rights Reserved 


New Harbinger Publications’ Web site address: www.newharbinger.com 


Library of Congress Cataloging-in-Publication Data 


Eifert, Georg H., 1952- 

Acceptance and commitment therapy for anxiety disorders : a practitioner’s treatment guide to using 
mindfulness, acceptance, and values-based behavior change strategies / Georg H. Eifert, John P. Forsyth ; 
foreword by Steven C. Hayes. 

p. cm. 

Includes bibliographical references and index. 

ISBN 1-57224-427-5 
1. Anxiety. 2. Stress (Psychology) 3. Cognitive therapy. 4. Behavior therapy. 5. Behavioral assessment. I. 
Forsyth, John P. II. Title. 

RC531.E36 2005 

616.85’2206—dc22 

2005010587 


Contents 


Acknowledgments and Preface 


Foreword 


PART I 
UNDERSTANDING ANXIETY DISORDERS 


CHAPTER | 
What Is ACT? 


CHAPTER 2 
Overview of Anxiety Disorders 


CHAPTER 3 
Cognitive Behavioral Views and Treatments of Anxiety Disorders 


PART II 
HOW ACT REFRAMES THE ANXIETY DIMENSION 


CHAPTER 4 
Controlling Anxiety Is the Problem, Not a Solution 


CHAPTER 5 
Balancing Acceptance and Change 


3I 


47 


69 


iv Acceptance and Commitment Therapy for Anxiety 


PART Ill 
ACT TREATMENT OF ANXIETY 


CHAPTER 6 
Core Treatment Components and Therapist Skills 


CHAPTER 7 
Psychoeducation and Treatment Orientation 


CHAPTER 8 
Creating an Acceptance Context for Treatment 


CHAPTER 9 
Acceptance and Valued Living as Alternatives to Managing 
Anxiety 


CHAPTER 10 
Creating Flexible Patterns of Behavior Through Value-Guided 
Exposure 


CHAPTER | | 
Staying Committed to Valued Directions and Action 


CHAPTER 12 
Practical Challenges and Future Directions 


APPENDIX A 
Acceptance and Action Questionnaire (AAQ-Rev-19) 


APPENDIX B 
White Bear Suppression Inventory 


APPENDIX C 
Mindfulness Attention Awareness Scale (MAAS) 


APPENDIX D 
Web Sites and Other Resources 


References 


Index 


95 


115 


131 


159 


191 


219 


245 


261 


263 


265 


267 


269 


281 


=ntan q] ] ent era A | l l ra 5 ivinc ] l 
behavior therapy. Numerous journal articles and book chapters have appeared outlining 
the nature of the treatment, its philosophical roots, its conception of human suffering 
and behavior change, and, of course, its empirical base in basic and applied clinical sci- 
ence. Ideas are also shared with colleagues every day through open exchanges on the 
Acceptance and Commitment Therapy electronic Listserv, typically years before they 
ever get published and copyrighted. We are particularly grateful to Steven Hayes, who 
has generously made his work and ideas available to us from the very start of this pro- 
ject—including giving us a copy of an unpublished ACT treatment manual for agora- 
phobia that he and his colleagues developed back in 1990. We are also grateful to Kelly 
Wilson and Joanne Dahl for sharing with us their work on values, which included 
assessment tools, illustrations, and therapist-client dialogues. 

We thank Hank Robb for allowing us to include his version of the famous serenity 
prayer and Peter Thorne, a British clinical psychologist, for letting us use his “Bad News 
Radio” metaphor in this book—and thanks also to Steven Hayes for letting us reprint 
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his rewording of part of that metaphor. All this generous sharing of ideas and materials 
by our ACT colleagues has occurred in the spirit of spreading what is good, which 
unfortunately is not the norm in the competitive world of science. We also acknowl- 
edge with gratitude Joanna Arch for her thoughtful comments on earlier drafts of the 
mindfulness sections of this book, and Michelle Craske and her graduate students at 
UCLA for their critical comments and suggestions for improving the treatment chap- 
ters as we prepared to launch our clinical trial comparing ACT with cognitive 
behavioral therapy for anxiety disorders. 

We also thank the following professionals and organizations who kindly gave us 
permission to reproduce their work: John Blackledge, Frank Bond, Joseph Ciarrochi, 
David Mercer, the Association for Behavioral and Cognitive Therapy (ABCT), and the 
American Psychological Association. 

During the writing of this book we often said to each other, “This is the best and 
most fun thing we have ever done in our professional lives.” The reason is that many 
aspects of our previous work have propelled us exactly to the place we have arrived at 
with this book. In this sense, writing this book was a destination, but, as is often the 
case, it is also a starting point on a new and exciting path in our personal and profes- 
sional lives. About ten years ago, neither of us would have thought of writing this sort of 


book. We were trained in the behavioral tradition. Our roots are in behavior therapy 


We were writing about language and cognition from a behavioral perspective. We knew 


much about the cognitive revolution. This revolution was, in the early 1990s, hard to 
ignore. Yet, we found cognitive theory and techniques cumbersome and difficult to use 
in our own lives and with our clients. 


plug to fix a car engine. While this movement was underway, overwhelming evidence 


was mounting that the ultimate vehicle for clinical improvement is behavioral change 


and activation. A growing undercurrent suggested also that clients may want more from 


psychotherapy than symptom alleviation. 


therapies were largely cast within a symptom- and syndrome-focused change agenda. 

We felt a new stage of development dawning upon our field when we saw Steve 
Hayes demonstrating the(“empty chair” technique (borrowed from gestalt therapy) to a 
group of partly bewildered and partly bemused behavior analysts in a talk at a national 
conference of behavior analysts in the midnineties. Around that time, the notion of bal- 
ancing acceptance and change was promoted by a number of well-respected clinical sci- 


entists in a book edited by Hayes, Jacobson, Follette, and Dougher (1994). We were 
intrigued by the fact that this approach had grown out of behavioral science just as the 
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first-wave behavior therapies had. This basic science foundation was (and still is) differ- 
ent from the second-wave cognitive behavioral therapies, developed as they were from 
clinical practice rather than advances in behavioral theory and research. We had 


always hoped that behavior therapy would eventually find a way to address human lan- 
guage and cognition in a more direct, fundamental, and functional way. It has done so 
with ACT and other third-generation behavior therapies that emphasize nontradi- 
tional concepts such as the Self, acceptance, mindfulness, and value-guided behavior 
(change using behavioral concepts and principles) A growing number of behavioral and 
other therapists are ready to explore the therapeutic potential of this new approach. 
Helping you do that was one of our main reasons for writing this book. 

We sincerely hope you will benefit from reading this book as much as we have 
benefited from working on it. We particularly hope it will be useful to you. It has pro- 
foundly and deeply changed how we view the emotional pain and suffering of the people 
we encounter (our clients, colleagues, family, and friends) and how we approach our 
own and their pain and suffering in ways that keep us all moving in directions we value. 

Finally, we would like to thank our wives and children for giving us extra time, 
space, and support to complete this book. They saw the value in this work and showed a 
willingness to make personal sacrifices to see that it would come to fruition. We truly 
hope it was worth it, and we'll commit ourselves to making it up to them! 


—Georg H. Eifert, Ph.D. John P. Forsyth, Ph.D. 
Chapman University University at Albany, SUNY 
Orange, California Albany, New York 

March 2005 


old. Before the advent of the first generation of behavior therapy, clinical psychology 


documented its impact in relatively uncontrolled studies. Interventions were divided up 


Early behavior therapy brought two key ideas to the table: the importance of the 
link between basic psychology and applied psychology, and the importance of well- 
crafted experimental tests of the impact of specific treatment technologies. The basic 


and in testing them in well-designed studies. There were several downsides to this earli- 


est manifestation of modern empirical clinical thinking, however. In its fervor for preci- 
sion, traditional behavior therapy ignored too many of the interesting and important 
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clinical questions being addressed by other traditions in favor of very direct targeting of 
specific problem behaviors. This increased the distance between schools of thought, 


raising even higher barriers between various camps. Just as bad, the set of behavioral 
principles utilized was too small to address language and cognition adequately. Philoso- 


phy of science matters were often left somewhat ambiguous, and when they were dis- 
cussed, perhaps too much emphasis was put on the more mechanistic aspects of 
behavioral psychology, which limited the degree to which more functional analytic and 
pragmatic aspects of the behavioral tradition could be applied. 

One of these problems was soon addressed, but at the cost of an important part of 


the behavioral tradition. As traditional learning theory collapsed, behavior therapy 
EC Unable to link new treatment technologies in 


the cognitive domain to specific basic principles, however, a set of more clinical or even 
commonsense theories of that domain were used in CBT. Broadening and deepening 
the targets of clinical interventions to cognition solved one of the weaknesses of early 
behavior therapy, but at a large cost: a defining characteristic of behavior therapy (its 
link to basic psychology) was weakened or even abandoned. Other clinical traditions 
followed suit as they entered the empirical clinical camp, and empirical clinical psychol- 
ogy came to mean little more than the collection of controlled outcome data. 

The other strengths and weaknesses of the behavior therapy movement remained. 
On the one hand, systematic experimental tests of well-specified technologies persisted 
and even increased in traditional cognitive behavioral therapy, and CBT took over the 
lion’s share of attention in empirical clinical psychology. On the other hand, many clin- 
ical questions were still largely ignored, divisions between clinical traditions were still 
great, targets of change were still almost exclusively first order (even though the range 
of targets was now broader with the inclusion of cognitive targets for change), and the 


domination of mechanistic approaches was still obvious or even increased to the degree 
that information processing accounts were discussed. 

The book you have in your hands is part of something new. Acceptance and Com- 
mitment Therapy (ACT—which should be said as the single word “act,” not as its ini- 
tials A-C-T; Hayes, Strosahl, & Wilson, 1999; Hayes & Strosahl, 2004) is a 
“third-generation” behavioral and cognitive therapy. Like most of these approaches 

(see Hayes, 2004b, and Hayes, Follette, & Linehan, 2004, for more thorough discus- 
sion), ACT is a contextualistic approach that embraces elements of both traditional 


ACT has maintained its commitment to empirical tests of well-specified proce- 
dures (Hayes, Masuda, Bissett, Luoma, & Guerrero, 2004). As of the end of 2004 there 
were controlled studies for ACT in psychosis (Bach & Hayes, 2002; Gaudiano & Her- 
bert, in press); anxiety and stress (Bond & Bunce, 2000; Zettle, 2003; Twohig, Hayes, 
& Masuda, in press); depression (Folke & Parling, 2004; Zettle & Hayes, 1986; Zettle 
& Raines, 1989); smoking (Gifford et al., 2004); pain (Dahl, Wilson, & Nilsson, 2004; 
McCracken, Vowles, & Eccleston, in press); management of diabetes (Gregg, 2004); 
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heroin addiction (Hayes, Wilson, et al., 2004); and stigmatizing attitudes of therapists 
toward their clients (Hayes, Bissett, et al., 2004), among others. Many more studies are 
currently underway. ACT research is still fairly young, but its commitment to empirical 
development is obvious and the early results are promising. 

The commitment to treatment specification is also clear. This very volume dem- 
onstrates that commitment, as do other recent manuals and books in the area. Some- 
one who wants to test or apply ACT can acquire the skills through a variety of means, 
and do so without hierarchy, excessive payments, centralization, certification, and 
other proprietary restrictions. 

ACT also brings several new things to behavioral and cognitive approaches. ACT 
(Biglan & 
Hayes, 1996; Hayes, 1993; Hayes, Hayes, Reese, & Sarbin, 1993). Not only does this 


ACT is the only behavioral and cognitive therapy I know of that has its own active 
basic research program into the nature of human language and cognition. ACT is based 
(RFT; Hayes, Barnes-Holmes, & Roche, 2001), Which iS 


Gince Skinners attempt in the late 1950s, There are already over seventy studies on 


RFT and the data are almost uniformly positive (Hayes et al., 2001, reviews much of 
this work). This development has allowed the close linkage between basic studies of 
behavioral processes and clinical application to finally be applied to both behavioral 
and cognitive domains within behavior therapy. 

The relative clarity about treatment processes has had two other important 
effects. First, it has been possible to test ACT processes of change. It is important that 
there are already several mediational studies that have shown that ACT works through 
its specified processes (see Hayes, Luoma, Bond, & Masuda, in press, for a review of 
these studies). Second, it has been possible to test ACT components such as acceptance 
(e.g., Gutiérrez, Luciano, Rodriguez, & Fink, 2004; Hayes, Bissett, et al., 1999) and 
defusion (e.g., see Masuda, Hayes, Sackett, & Twohig, 2004). Several of these studies 
(e.g., Eifert & Heffner, 2003; Levitt, Brown, Orsillo, & Barlow, 2004) have been done 
in the anxiety area. So far, all of the published tests of ACT components have been pos- 


itive. 


ACT is helping to break down artificial barriers between clinical traditions, not by 
vapid eclecticism, but by taking the issues addressed by other traditions seriously. ACT 
is behavior therapy, but it is using behavioral principles as a foundation and not a fence. 
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Issues of meaning, purpose, emotion, self, spirituality, values, experience, commitment, 
and so on are central to ACT, and based on systematic theoretical and empirical devel- 
opment.)ACT is not afraid to examine questions such as “Why is it hard to be human?” 
or “What does it take to create a meaningful life?” It does not call these questions vague 
or dismiss them out of hand. ACT embraces the experiential, spiritual, and paradoxical 
elements of other clinical traditions, and puts them through the dual filters of empirical 
tests and specification of theoretical processes. This provides a better balance of 
breadth and focus. 

Finally, ACT challenges the empirical clinical traditions to take second-order 
change seriously. As comports with both the philosophical assumptions and the theo- 
retical principles that underlie it, the ACT clinician can truly embrace the old maxim 


that it is function, not form, that is important. As such, ACT greatly broadens the tar- 

gets for change and the possible methods that can be used to produce change. For 
example, ACT is not as much concerned with whether a given thought or emotion 
occurred; instead, it is concerned with how to change the pathological functions those 
‘thoughts and emotions might have. 

The present volume is written by researchers and clinicians who have been in the 
forefront of recognizing the revolutionary implications of this shift in direction, even while 
emphasizing the evolutionary continuity between ACT and the hard-won knowledge of 
first- and second-generation behavioral and cognitive therapy. In this well-crafted book you 
will be guided by skilled hands to bring both the best of existing procedures for anxiety (e.g., 
exposure-based methods) and the new clinical context established by ACT to bear on the 
problems faced by your anxiety patients. Eifert and Forsyth are sensitive to the philosophi- 
cal and theoretical subtleties of this work on the one hand, and to the need for practical 
clinical guidance on the other. I particularly like the way they have worked to reduce 
unnecessary jargon and to find ways of speaking (e.g., FEEL exercises) that have a better 
chance of maintaining the connections between ACT methods and ACT principles and 
assumptions. If you know nothing of ACT, this book will help you get up to speed quickly 
and effectively. The approach is accessible to clinicians from a wide variety of backgrounds 
and can be combined with other elements once you understand the core processes and pur- 
poses of ACT interventions. 


This book opens a door into a clinical approach that is both familiar and strange; 
both evolutionary and revolutionary; both broader and yet more focused than what has 
gone before. It will become clear very quickly that, yes, this is behavior therapy, but it is 
also behavior therapy pointed in a new direction. The possibilities are exciting; this 
book will help other clinicians and researchers discover if the possibilities are real. 


—Steven C. Hayes 
University of Nevada 


The purpose of life is not to be happy—but to matter, to be productive, to be 
useful, to have it make some difference that you have lived at all. 


—Leo Rosten 


Over the last forty years, behavior therapy has led the field in the development of empir- 
ically derived and time-limited psychological interventions to assist those suffering from 
anxiety- and fear-related problems. Most of these interventions now exist in the form of 
manuals and have been remarkably successful. Yet, all is not well. Despite some impres- 
sive short-term gains, we are still far from producing overwhelming success rates in 
terms of long-term recovery and prevention of relapse. Indeed, many time-limited cog- 

nitive behavioral interventions for anxiety-related disorders appear to produce equally 

time-limited treatment gains (Foa & Kozak, 1997a). And, despite numerous theoretical 

and conceptual advances in understanding the etiology and maintenance of anxiety- 

related disorders, we still lack agreement on the critical variables that may be involved, 

and do not yet agree on how best to approach the problem (Rapee, 1996). 
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The result has been a growing literature of conflicting and unrelated findings, 
numerous disagreements and controversies, and a proliferation of 


(e.g., Barlow, 2002; Beck & Emery, 


1985; Lang, 1993). 


validity (Brown & Barlow, 2002). What is certain is that anxiety and fear-related prob- 


lems are ubiquitous in human affairs. They often represent the main concerns of clients 
seeking outpatient psychotherapy and help from primary care physicians. What is more 
uncertain is whether cognitive behavioral therapies are addressing the real problem of 
anxiety and fear in the most useful fashion possible. 

Most texts on the anxiety disorders describe etiological, theoretical, and treat- 
ment differences for each anxiety disorder consistent with the DSM-IV-TR—a system 
that classifies disorders and anxiety subtypes based on symptoms defined topographi- 
cally and structurally rather than functionally or dimensionally. Using the DSM system 
as a bedrock for conceptual and treatment development is problematic for a number of 


reasons, but two stand out. First, the DSM tells us little about processes involved in how 


therapy. Despite such concerns, the DSM is widely used as a road map for thinking 
about psychopathology and has greatly influenced how we all think about anxiety disor- 


ders. 


separate etiologies and assessment and treatment strategies. As a result, the bigger pic- 


ture is lost. Readers of standard chapters, texts, and treatment manuals on the anxiety 
disorders can easily be left with the false impression that the anxiety disorders are more 
different from one another than they really are. 


maintenance, and treatment of anxiety disorders. Perhaps if we were to come to grips 


with the common processes involved in how anxiety-related problems develop and are 
maintained, we might be ina better position to produce more impactful and meaningful 
behavior changes with our treatments and alleviate a wider range of human suffering. 
This is the more general aim of this book. 
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Cognitive Behavioral Therapies for Anxiety 


For better or for worse, cognitive behavioral therapies (CBT) have become the 
treatments of choice for the anxiety disorders. Such treatments focus heavily on symp- 
tom alleviation as a therapeutic goal, are matched to specific DSM-defined anxiety dis- 
orders, and are set within a mastery and control framework. Such treatments imply 
several things. 

First, they suggest that the “symptoms” are the problem. This perspective, by the 
way, is similar to how clients tend to view their problems (at least early on in therapy). 
In this sense, CBT therapists and clients appear to be in agreement that symptoms of 
anxiety cause impairment and suffering. If this were the whole story, then an obvious 
treatment strategy would be to target the symptoms. Yet there is usually a more impor- 
tant life to be lived behind the symptoms. It is this aspect of living that is of deep con- 
cern to clients, as it is to most human beings. In the past, traditional CBT has not paid 
sufficient attention to this and, as a consequence, may have missed important aspects of 
a person’s life situation. It is for this reason that acceptance-based approaches put living 
front and center on the therapeutic stage—as we show in this book. 

Second, we must provide a more process-oriented answer to the question: What 
are the so-called symptoms of anxiety a sign of? If we refer to the problem responses that 
our clients seek treatment for as symptoms of anxiety, then we must explain what the 
disorder is. Calling the disorder “anxiety” sounds reasonable, but is not a viable solu- 
tion. A problem response (symptom) cannot define a disorder and be a symptom of the 
disorder at the same time (Williams, 2004). The alternative we suggest in this book is to 
go after the processes that turn normal anxiety into the often life-shattering problems 
we refer to as anxiety disorders and then target those processes during treatment. 

Third, the strategy of matching treatments to different anxiety disorders suggests 
that the anxiety disorders are truly distinct, and thus warrant different approaches for 
each. This issue alone is interesting and certainly deserves more comment than space 
would allow for here. Most therapists, however, are quick to point out the high degree 
of functional and symptom overlap across the presumably different anxiety disorders. 
Similar treatment technologies work for different anxiety disorders (e.g., exposure, cog- 
nitive restructuring, relaxation). This is a further indication that the disorders are more 
similar than they have been made out to be. It is interesting that this perspective has 
actually been gaining ground in CBT, too. For instance, David Barlow has recently pro- 
posed a unified treatment protocol and modular approach directed at the core features 
of all anxiety and related emotional disorders with the goal of condensing the existing 
various versions of CBT to one strategic approach that targets those core features 
(Barlow, Allen, & Choate, 2004). 

Finally, virtually all cognitive behavioral treatments are cast within a mastery and 
symptom control framework. The chief therapeutic goal of such interventions is to 
teach clients more effective ways to gain control over their anxiety, fear, and related 
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symptoms. Again, this is precisely what clients have come to expect from therapy, and a 
posture that most clients are all too familiar with by the time they enter therapy. That is, 
clients have tried this or that to master and control their anxiety and fear, often without 
much success. Now, they expect therapists to provide them with new, “better,” 
gold-plated strategies to do essentially more of the same, hoping that such strategies will 
be more workable than those they have tried in the past. As we will suggest, this mastery 
and control agenda is unnecessary and may even be counterproductive. Thoughts and 
emotions need not be managed to live a valued and meaningful life. Human experience 
tells us as much. Management and control of our internal private world is not a 
necessary prerequisite for living a meaningful life. 

If this all sounds like a slam against cognitive behavioral therapies, it is not. 
Rather, our intent is to suggest ways that we can improve upon existing CBT interven- 
tions while retaining those components of CBT that have clearly proven effective, such 
as exposure exercises and strategies to counteract avoidance behavior. Helping clients 
to improve their life situations, however, may require that we rethink the mastery and 
control change agenda within standard cognitive behavioral therapies for anxiety 
disorders. 

Before proceeding, we would like to challenge you to put aside for a moment some 
of the following commonly held assumptions about anxiety: (a) anxiety is bad; (b) anxi- 
ety is the cause of human suffering and life problems; and (c) our task as therapists is to 
help clients “get rid of,” “control,” “replace,” or “eliminate” disturbing feelings or irra- 
tional thoughts, memories, and urges associated with anxiety and fear. In place of these 
assumptions, we offer a different view of anxiety and fear and their treatment and, 
hence, of psychological health. 


WHERE WE ARE GOING 


The treatment approach described in this book is based on Acceptance and Commitment 
Therapy (Hayes, Strosahl, & Wilson, 1999). Acceptance and Commitment Therapy 
(ACT) is a relatively new third-wave behavior therapy. It goes after various forms of 
experiential and emotional avoidance that keep people stuck and suffering. The basic 
goal of ACT is to help the client become better at living a full, rich, and meaningful life, 
rather than becoming better at feeling good (i.e., being symptom free) in an attempt to 
have such a life. 


Acceptance and Commitment Therapy 


Acceptance and Commitment Therapy is a unique behavior therapy approach 
that aims to address human concerns about anxiety and fear in a mindful, compassion- 
ate way, while encouraging people to pursue what really matters to them. In a nutshell, 
ACT is about helping clients to do three things: accept themselves and others with 
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compassion, choose valued directions for their lives, and commit to action that leads 
them in those directions. ACT teaches clients that it is okay to have whatever 
unwanted thoughts and feelings their minds and bodies come up with. Rather than 
struggling with these thoughts and feeling, clients learn new ways of relating to them as 
experiences to be had. 

ACT has two major goals: (1) fostering acceptance of unwanted thoughts and 
feelings whose occurrence or disappearance clients cannot control, and (2) commit- 
ment and action toward living a life that they value. This is why ACT is about accep- 
tance and it is about change at the same time. Applied to anxiety disorders, clients learn 
to accept and live with their unwanted thoughts, worries, bodily sensations, and other 
feelings and take charge and move their lives in directions that they value. 

ACT is not just short for Acceptance and Commitment Therapy. The ACT acro- 
nym also nicely captures the three core steps or themes of this approach—Accept 
thoughts and feelings, Choose directions, and Take action: 


1. Accept Thoughts and Feelings: Accept and embrace thoughts and feel- 
ings, particularly the unwanted ones (anxiety, pain, guilt, inadequacy). 
The idea is for clients to accept what they already have anyway and end 
their struggle with unwanted thoughts and feelings by not attempting to 
eliminate or change them, by not acting upon them, and by ultimately 
letting them go. Through various mindfulness exercises clients learn to 
live with their critical, evaluative mind. 


2. Choose Directions: This step is about helping clients to choose directions 
for their lives by identifying and focusing on what “really matters” and 
what they value in life (“What do you want your life to stand for?”). It is 
about helping clients to discover what is truly important to them and 
then making an important choice. It is about choosing to go forward in 
directions that are uniquely theirs and accepting what is inside them, 
what comes with them, and what accompanies them along the way. 


3. Take Action: This step is about committed action and involves taking 
steps toward realizing valued life goals. It is about making a commit- 
ment to action and changing what can be changed. The therapist 
encourages clients to behave in ways that move them forward in the 
direction of their chosen values. In this stage of ACT, clients learn that 
there is a difference between them as a person, the thoughts and feel- 
ings they have about themselves, and what they do with their lives. We 
will describe this process in detail as it is fundamental to ACT work, 
regardless of the clinical presenting problem. 


The philosophy of ACT is somewhat similar to the serenity creed that many peo- 
ple love: Accept with serenity what you cannot change, have the courage to change what you 
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can, and develop the wisdom to know the difference. Most people find that it is much easier 
to agree with the serenity creed than to do what it says. The reason is that often people 
simply do not know what they can change and what they cannot change. As a result, 
they do not know how to apply this profound statement in their daily lives and become 
frustrated with it. ACT teaches people to put the serenity creed into action. 

ACT accepts the ubiquity of human suffering and does not seek to reduce pain or 
to produce a particular positive feeling. It is not about producing quick fixes or using 
culturally sanctioned feel-good formulas and methods to reduce suffering. ACT seeks 
instead to reduce suffering by increasing people’s vitality and ability to do what they 
want to do with their lives. This is what the ACT approach is all about: Accept and 
have what there is to be had (anxiety, anger, joy, memories, the whole package) while 
also staying committed to doing what needs to be done to live a fulfilled, rich life guided 
by chosen values. People can choose to do things they enjoy and value regardless of 
what it is that they think or feel. Anxiety need not stand in the way of doing. If anxious 
clients start to move down this path, they are likely to feel more anxiety at first. Eventu- 
ally they will probably feel more enjoyment and less pain and anxiety. If that happens, it 
is considered a welcome by-product of therapy—it is not an explicit goal of ACT. 


An ACT Approach to Anxiety Disorders 


CBT approaches to anxiety disorders have rightly focused on helping clients con- 
front rather than avoid situations and stimuli that have been associated with anxiety. 
More recently, however, clinical researchers have begun to focus on a more general 
type of avoidance called experiential avoidance. Experiential avoidance refers to an indi- 
vidual’s attempts and efforts to avoid, suppress, or otherwise alter the form of negatively 
evaluated private events such as bodily sensations, emotions, thoughts, worries, and 
memories (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996). According to this view, 
when persons with agoraphobia avoid public places, they are not avoiding the places per 
se. What they are really avoiding is experiencing their thoughts and emotions associ- 
ated with panic in such places (Forsyth, 2000; Friman, Hayes, & Wilson, 1998). Simi- 
larly, when people with obsessive-compulsive disorder avoid touching a doorknob that 
might have germs on it, they are not doing so to avoid being contaminated. What they 
are doing is avoiding the negative affect associated with touching the doorknob. In 
other words, in all these cases of phobic avoidance, people are avoiding their own 
psychological and emotional experiences. 

This type of avoidance is at the core of all anxiety disorders. For instance, individ- 
uals with specific phobias do not really avoid snakes, elevators, or airplanes per se. They 
avoid experiencing paniclike responses in the presence of these stimuli (Forsyth & 
Eifert, 1996). Likewise, combat veterans with post-traumatic stress disorder do not 
avoid the sound of helicopters simply because they are afraid of them. They avoid the 
intense negative affect that is associated with that sound and its potential to remind 
them of past traumas that they wish not to think about. We therefore agree with the 
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notion that the core issue in anxiety disorders is a fear of fear (Chambless & Graceley, 
1989) or, more generally, a fear of negative affect. This is certainly part of the problem, 
but not the complete story. In fact, we would add to and rephrase fear-of-fear notions to 
read: The core issue in anxiety disorders is a fear of fear and doing everything possible to 
avoid experiencing the fear. The primary function of such experiential avoidance is to 
control or minimize the impact of aversive experiences. In fact, this avoidance tendency 
(not wanting to have the fear) is what drives fear of fear. Without avoidance, there 
would be no reason to fear the experience of fear. 

Rigid and inflexible patterns of emotional and experiential avoidance are com- 
mon to all anxiety disorders and function to make anxiety and fear problematic for anx- 
ious clients. Within ACT, such avoidance is viewed as a core toxic process driving 
“disordered” experiences of anxiety and fear. This is why experiential avoidance is one 
of the most important explicit treatment targets. ACT is not about helping clients to 
control or manage their anxiety, only to leave them stuck with lingering fears and con- 
cerns, such as “When is anxiety going to come back?” This prolongs the client’s struggle 
and effectively sets up a relapse trap for them. Instead, ACT attempts to teach clients to 
approach fear and anxiety more fundamentally, more deeply, and in a different way. 
Specifically, an ACT approach to anxiety disorders is designed to teach clients the 
following: 


|. Rigid and inflexible attempts to control, reduce, and avoid experiencing 
anxiety are the problem, not a solution. 


2. Acceptance (as opposed to struggle) is a viable alternative agenda when 
faced with anxiety responses and the circumstances that occasion such 
responses. 


3. Practice mindful acceptance and willingness when experiencing 
aversive bodily sensations, thoughts, and feelings during anxiety and 
other emotional states, regardless of whether they occur spontaneously 
or are elicited during exposure exercises. The goal here is not to help cli- 
ents to feel good (i.e., be anxiety free), but to become good at feeling a full 
range of private experiences (i.e., thoughts, memories, emotions, bodily 
sensations) for what they are. 


4. Client concern about overcoming anxiety has resulted in a restricted 
life and a great deal of suffering. Thus, clients are encouraged to take a 
hard look at their lives. In the process, they are encouraged to identify 
their own values while committing to put those values into freely cho- 
sen action. This will invariably result in what CBT manuals usually refer 
to as naturalistic exposure exercises. Yet, unlike typical CBT approaches, 
the primary goal is not to extinguish and reduce anxiety. The goal is to 
help clients live a valued life. ACT-style exposure, therefore, is always 
done in the service of client values and life goals, not as a means to 
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reduce or get a handle on symptoms. Though symptom alleviation may 
come about via the exercises contained in part 3 of this book, it is not an 
explicit focus nor a requirement for living life as a complete, fully func- 
tioning, capable human being. 


Building upon these and other core ACT concepts, this book provides an alterna- 
tive mastery of experiencing context for the exposure-type interventions that lie at the 
core of virtually all cognitive behavioral interventions for persons suffering from anxiety 
disorders. The ultimate therapeutic prize within ACT is to help the client live a full, 
rich, and meaningful life. Any exercise that facilitates movement in such directions is 
considered worthwhile. 


HOW TO USE THIS BOOK 


This book explores and describes ways to integrate the most successful components of 
traditional cognitive behavioral therapy within an Acceptance and Commitment Ther- 
apy framework. It is not meant to replace texts and manuals focusing on conventional 
CBT interventions. Most CBT texts provide comprehensive accounts of the current 
conceptual and research-based knowledge on the causes and assessment of anxiety dis- 
orders (Barlow, 2001, 2002; Craske & Barlow, 2000). These books also give clinicians 
detailed session-by-session instructions on how to conduct CBT for the various anxiety 
disorders. We summarize CBT approaches and review their efficacy in chapters 2 and 3 
in enough detail so that you know where we are coming from and where we are going. 

A word of caution, however, on how not to use this book. Please do not move to 
the treatment guidelines in part 3 without first reading part 2. There are several reasons 
we recommend against doing so that will become clearer to you as you read on. An 
increasing number of conference presentations, journal articles, professional books, and 
self-help books have focused on acceptance and mindfulness notions. Such topics, in 
turn, are becoming ever more popular in clinical science and practice. The tide is shift- 
ing. Many researchers and clinicians are curious about what this shift may offer them 
and the clients with whom they work. Though the basic ideas are certainly old, they are 
new in the field of psychology. Yet, the rapid dissemination of such notions has raced 
ahead of the practical, how-to translation. The underlying theory, rationale, and practi- 
cal technology have not been disseminated in an easily understood and useable form. 
Acceptance- and mindfulness-based approaches remain somewhat shrouded in mystery 
for this very reason. This is unfortunate and a problem we hope to begin to remedy with 
this book. This book is, at its core, about describing and applying acceptance- and 
mindfulness-based notions to understanding and treating anxiety disorders. It repre- 
sents our best effort to translate the underlying framework and technology. Our inten- 
tion is to make ACT accessible and understandable so that it can be used by therapists 
and others who may benefit from it. We describe relevant concepts, principles, and 
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techniques in an easy-to-understand language so that therapists may make use of this 
information in their daily practice with clients who present with anxiety disorders. 

Part 3 of the book describes the application of ACT principles and techniques to 
the treatment of the major anxiety disorders. In this section you will find session-by- 
session guidelines on how to conduct acceptance-based behavior therapy. You will see 
that we present a unified approach to the treatment of anxiety problems, emphasizing 
emotional acceptance, experiential mindfulness, and actions that are consistent with 
what clients value and wish their lives to stand for. Most of the treatment guidelines are 
applicable to all anxiety disorders. Where appropriate and necessary, we also describe 
some disorder-specific considerations and procedural variations. We also provide 
detailed practical guidelines so that you may integrate ACT principles and techniques 
with the most successful and effective aspects of cognitive behavioral interventions for 
anxiety disorders (e.g., exposure and behavioral activation). The material is outlined in 
sufficient detail so that you may put what you read into therapeutic action and readily 
use it in your clinical work. As already mentioned, however, we do not want you to go 
immediately to part 3 of the book, read it, and then apply the interventions in a cook- 
book-type fashion with your clients. The results could be disastrous for them and 
disappointing for you. Understanding the rationale for the interventions is critical. 

Rather than a technology, ACT truly is an approach to understanding and treating 
anxiety. It is not a set of techniques, metaphors, and exercises, although there are many. 
You should individualize and tweak techniques based on the specific circumstances and 
responses of each patient, an understanding of the core processes involved in maintain- 
ing your client’s behavior, and what it is you want to change at the process level. We 
encourage you to use exercises and metaphors in a flexible and creative fashion. You 
should tailor and match the specific techniques to the unique circumstances of the cli- 
ent and the client’s responses in the therapeutic interaction. So, do not feel compelled 
to use the exercises in exactly the same way, or in the exact same order, as we suggest. 
These are simply meant to be starting points. We expect that you will alter and adapt 
them to your clients’ specific needs. You will probably also create new ones along the 
way. This is all fine and desirable as long as you target the critical processes that under- 
lie disordered anxiety. It is for this reason that we consider it essential to read and learn 
about these processes in part 2 first before moving to the treatment guidelines in part 3 
and attempting to apply any of the techniques we describe. 

You will see that this book focuses on the functional overlap and similarities 
amongst the major anxiety disorders in terms of both etiology and treatment principles 
and techniques. This may be welcome news for you. It is a view that is quite different 
from the typical professional book about anxiety disorders. Such books, as you know, 
tend to emphasize unique aspects of each particular anxiety disorder. This we believe, 
does not jibe with clinical reality nor emerging evidence suggesting that we may have 
been artificially splitting up the anxiety disorders for too long. These and related issues 
are clearly laid out in part 2 of this book. For instance, chapter 4 describes a major com- 
monality of all anxiety and related disorders: the toxic effect of experiential avoidance 
and efforts to control unwanted private experiences that most individuals with anxiety 
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disorders engage in regardless of their particular DSM diagnosis. Rigid inflexible pat- 
terns of avoidance are common to all anxiety disorders. Such tendencies function to 
exacerbate and perpetuate client problems, regardless of the specific diagnosis or name 
we give them. We therefore encourage you to understand anxiety disorders as disorders 
of experiential avoidance. It is this experiential avoidance that becomes the explicit 
treatment target within the ACT approach we describe for you in part 3 of this book. 
Unless you have a good understanding of these processes and principles, including how 
they may play out in your own life, you will not be able to do ACT. 


CHAPTER 2 


Overview of Anxiety 
Disorders 


When you change the way you look at things, the things you look at change. 


—Wayne Dyer 


In this book we focus on the features and processes that all anxiety disorders share 
rather than on the differences between them. Nonetheless, at the beginning of this book 
it may be useful to review the features that have come to define the most common anxi- 
ety disorders, including the latest data on the prevalence and demographics of such 
problems. We also present some commonalities and differences between disorders in 
terms of both symptom presentation and the core processes underlying disordered 
anxiety. 
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ANXIETY AND EFFORTS TO CONTROL IT 
ARE UBIQUITOUS 


Despite some nuances, anxiety disorders are ubiquitous and can be found in all ethnic 
groups, countries, and cultures. In fact, anxiety disorders are among the most prevalent 
psychological disorders, affecting up to 25 percent of the general population at some 
point in their lifetime (Kessler et al., 1994). The core processes that contribute to such 
disorders—avoidance, escape, and other control tendencies to manage unpleasant 
emotions—are particularly common in Westernized countries. For instance, most of us 
learned early on to avoid touching a red-hot stove because it hurts. Some of us learned 
this the hard way, and others by listening to our parents or caregivers warn us about the 
consequences. We also learn how to manage physical pain when it comes and are social- 
ized to use physical and psychological pain and suffering as reasonable reasons for our 
behavior and that of others. For instance, it is acceptable to miss a day at work or school 
for feeling ill, but it is not acceptable to miss a day of work or school for feeling full of life. 

Through multiple examples such as this, we also learn to apply the very same con- 
trol strategies to our thoughts, memories, and emotions—particularly to those that are 
unpleasant or painful. Anxiety and fear become much like the hot stove, and our 
behavior with respect to them must be managed somehow. Yet, the sensible strategy of 
dealing with potential sources of real pain and harm rarely works in the same way when 
applied to our thoughts and emotions. We can’t turn them on or off in the same way we 
can move our hand on or off the hot stove. Our thoughts and feelings are with us wher- 
ever we go. We cannot escape or avoid them. They are part of us. 


ANXIETY DISORDERS ARE EXPENSIVE 


Barlow (2002) summarized the human costs of anxiety disorders as follows: 


In our society, individuals spend millions of dollars yearly to rid themselves 
of anxiety. The costs of visits to primary care physicians, and the utilization 
of health care services in general by individuals with anxiety disorders, are 
double what they are for those without anxiety disorders, even if the latter 
are physically ill. (p. 1) 


People with panic disorder are indeed more likely to seek help for their problem 
than those with any other psychiatric diagnoses (including schizophrenia). Moreover, 
compared to people with other emotional problems, individuals with anxiety disorders 
are the highest users of emergency room services (Eifert, Zvolensky, & Lejuez, 2000; 
Eifert & Zvolensky, 2004). In addition, most anxiety disorders tend not to go away by 
themselves if left untreated. Instead, they tend to stay the same or get worse over time 
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until people reach their fifties, with an increasing negative impact on quality of life for 
affected individuals and their families. 

With high prevalence and chronicity, it is no surprise that anxiety disorders are 
associated with enormous personal and social costs as well as substantial economic 
costs. In fact, as Barlow (2002) aptly noted, “the actual expenses dwarf even the most 
pessimistic estimates ... In recent years, anxiety disorders accounted for 31 percent of 
total costs of mental health care, compared to 22 percent for mood disorders and 20 
percent for schizophrenia” (p. 26). Counting both the direct costs of services and lost 
productivity, the total annual costs of anxiety disorders in the United States are esti- 
mated at approximately $45 billion, with only 30 percent of that amount stemming 
from psychological and psychiatric treatment. In fact, over 50 percent of the costs come 
from excess (mostly unnecessary) utilization of primary health-care services. A number 
of studies have reported that the cost savings of effectively treating anxiety disorders far 
outweigh treatment costs. Not treating an anxiety disorder is ultimately more expensive 
than providing appropriate treatment (for a more detailed discussion, see Barlow, 
2002). 


NATURE AND FUNCTION OF FEAR 
AND ANXIETY 


The nature and function of fear and anxiety teach us much about the core processes 
involved in “abnormal” or disordered anxiety. When we seek to understand the predica- 
ment of individuals with anxiety disorders, it is particularly important to consider the 
strong and mostly adaptive urge to escape from situations that elicit fear. 


Fear—The Present-Oriented Basic Emotion 


Fear is a present-oriented state that occurs in response to real or imagined danger 
or threat. Some of these threats are present in the here and now (e.g., a situation that is 
dangerous or distressing), others are in response to what is going on inside the client 
(e.g., a disturbing physical sensation, a thought, or a memory of the past), and some are 
a combination of these. Fear is typically characterized by an abrupt and acute surge of 
the sympathetic branch of the autonomic nervous system, accompanied by intense 
physiological changes (e.g., increased perspiration, rapid heartbeat, breathlessness, 
increased blood pressure) and a powerful action tendency to fight or flee from signs of 
threat or danger. Fear is also associated with greater vigilance and a narrowing of atten- 
tion so that the individual’s attention stays focused on the event that elicits the fear 
(Barlow, 2002). Under most circumstances, fear is perfectly adaptive because it serves 
an important function: it motivates and mobilizes the individual to take defensive 
action. Both the physiological and psychological changes that are associated with fear 
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are designed to maximize the behavioral effectiveness of the individual to avert the 
threatening event. 


Anxiety and Worry—The Future-Oriented 
Emotions 


Anxiety, by contrast, is a future-oriented mood state that is accompanied by anx- 
ious apprehension, worry, increased muscle tension, restricted peripheral autonomic 
arousal, and marked increases in EEG beta activity reflecting intense cognitive process- 
ing in the frontal lobes (Borkovec, Alcaine, & Behar, 2004; Craske, 1999). Several 
studies have shown that people who are chronic anxious worriers show less physiologi- 
cal responsivity than people with phobic disorders (Roemer & Orsillo, 2002). Indeed, 
autonomic physiological changes associated with anxiety are much less pronounced 
and dramatic compared with fear. This may be due, in part, to the future-oriented and 
largely verbal-symbolic nature of anxiety. That is, people are typically anxious about 
something that may happen in the future, whereas people experiencing fear are afraid of 
what is happening right now. As an example, anxiety would be a more typical response 
to the thought of the possibility of living through an earthquake and its aftermath, 
whereas fear would be the more typical response when the earth is actually shaking. 
Behaviors that are most closely associated with anxiety are largely verbal or cognitive 
(e.g., worrying and making plans), whereas behaviors most closely associated with fear 
involve overt behavioral actions such as escaping, fighting, or freezing. 


The Function of Normal Fear and Anxiety 


Fear is an alarm response that makes us take some type of protective action when 
our safety or health appears to be threatened. These types of actions are in some cases 
reflexive and occur on an unconditioned (unlearned) basis, as when we close our eyes 
and turn our heads sideways in response to an object that flies toward us. In other cases, 
these actions occur on a learned (conditioned) basis, often with the help of language. 
Thus, when we take evasive action and jump to our left because someone shouts “dan- 
ger on your right,” we are doing so, in part, because of language learning. Even anxiety 
and worry about some future event that could threaten our livelihood can be useful and 
adaptive. For example, a bout of worrying can help us put together an action plan so as 
to more effectively respond to potential threats to our health, employment, safety, or 
the welfare of our family. In some instances, such plans need to be quite elaborate so 
that we can respond effectively when we are faced with an actual threat. A good exam- 
ple of such plans would be a family coming up with a plan in the event of a house fire. 


Overview of Anxiety Disorders 17 


Avoidance Makes Anxiety Problematic 
or “Disordered” 


Thus, experiencing fear and anxiety is in many instances healthy and adaptive. 
Both emotions serve a purpose, namely, to keep us out of trouble and alive. This, by the 
way, is also an important fact to convey to clients in the beginning of a treatment pro- 
gram. Physical sensations, thoughts, and actions that accompany fear and anxiety are 
not abnormal or disordered per se. This is true even when fear and anxiety occur with 
great intensity. It is true even when fear and anxiety occur on a learned basis in response 
to a trauma. Consider, for instance, a client who has been bitten by a pit bull and subse- 
quently experiences a strong fear response when encountering the same or similar dogs. 
Here, the tendency would be to describe the client’s problems as a specific phobia—ani- 
mal type. Yet, avoiding such dogs is not disordered or abnormal—it is a sensible 
response that is designed to avert another attack or injury and protect the client’s physi- 
cal health. Likewise, it is normal and adaptive for a woman who has been sexually 
assaulted to experience a fear response when encountering her assailant at a later time. 
If she were to encounter the man again, such fear could lead to a swift escape or other 
defensive responses to protect herself. Also, thinking about that man and worrying 
what might happen if she met him again can be adaptive and useful for her safety. It 
might help her devise an action plan of what she needs to do to protect herself and how 
she can best avoid being victimized in future. These learned alarm responses are normal 
and quite adaptive. 

On the other hand, too much fear or anxiety can impede one’s ability to take pro- 
ductive and effective action. Even animals don’t do well under extreme fear. They 
freeze, shake uncontrollably, try to escape, or struggle to get away from the source of 
fear. Humans are the same as other animals in this respect. For example, false alarms, 
such as panic attacks, seem to occur for no good reason—out of the blue—in inappro- 
priate or inconvenient situations (e.g., while getting ready to give a speech). They are 
quite often disruptive and challenging. Over time, some individuals seem to learn how 
to be with and experience such attacks, whereas others do not. This variation in 
responses is a critical point. 

In many cases false alarms are not clinical problems that warrant clinical atten- 
tion. What might help us understand how fear and anxiety can become disordered is to 
examine the much larger number of people in the general population who have panic 
attacks and no panic disorder. Epidemiological studies consistently place the preva- 
lence of panic disorder in the general population at around 3 to 5 percent (Salkovskis, 
1998). Several studies (for details, see Barlow, 2002) have shown that about 35 percent 
of presumably normal young adults had one or more panic attacks in a given year. The 
difference between such “normal panickers” and people with panic disorder is not pri- 
marily the intensity or frequency of panic attacks. Instead, it seems that people in these 
two groups react differently to their experience of panic attacks. 
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Most people who experience an occasional panic attack learn to wait it out and 
hang in there until it subsides. They do not attempt to escape from their fear. Rather, 
“nonclinical” panickers pick up from where they were before the attack and continue to 
live their lives without spending too much time worrying about future panic 
attacks—and, most importantly, without doing things to avoid the experience of panic 
and the places where they had panic attacks. We believe that this posture of acceptance 
and nonavoidance is one of the key preventive mechanisms that protects many of these 
nonclinical panickers from developing panic disorder or social phobia. It is only when 
people desperately and rigidly try to avoid the experience of panic attacks, and devote 
increasingly larger portions of their life energy and space to that task, that they are at 
high risk of developing actual panic disorder. 

Both the DSM and anxiety researchers (e.g., Craske, 1999) have long emphasized 
that what turns nonclinical panic into clinical panic is fear of, and worry about, future 
attacks and associated behavioral changes (e.g., restriction of activities, avoidance 
behavior) to reduce the likelihood of having another attack. Nonhuman animals do 
some of this preparatory planning too. For instance, when an animal that is always 
shocked following a tone hears that tone again, the animal will interrupt its behavior 
and move its head and attention toward the tone. We could say that this animal is con- 
cerned with a real threat (i.e., the possibility of being shocked again) in the immediate 
future. Humans, by contrast, can go much farther in terms of both time frame and what 
might happen to them. This is possible, in part, because humans, unlike other animals, 
have the ability to think, imagine, and speak. These otherwise functional abilities also 
make it possible for humans to get caught up in a struggle with their own emotions in an 
effort not to have them. This struggle, in turn, can feed on itself in a self-perpetuating 
cycle, paradoxically creating more of the very emotions that are undesirable. More 
importantly, the struggle itself takes effort. Such effort directed at struggling to mini- 
mize or prevent anxiety and fear is energy and time no longer available to pursue other 
valued life activities. More fundamentally, this struggle for control is really a battle with 
one’s own experiences. It is a battle that, somewhat paradoxically, cannot be won. We 
provide a detailed discussion of this struggle in chapter 4 because it is central to a deeper 
understanding of anxiety disorders and the ACT approach to treatment. 


OVERVIEW OF ANXIETY DISORDERS 


This section is designed to give the reader a brief overview of the central features of the 
major anxiety disorders as currently defined by the DSM. 


Panic Attacks 


Barlow (2002) noted that clinical manifestation of the basic emotion of fear is 
most evident in panic attacks. In addition to a strong autonomic surge that typically 
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reaches its peak within ten minutes, and sometimes in as little as two minutes, individu- 
als experiencing a panic attack report extreme fear and terror, thoughts of dying and 
losing control, and an overwhelming behavioral urge to escape and get away from wher- 
ever they are. Such fear responses are emergency or alarm reactions. They function to 
prepare humans and other mammals for action. Typically, such actions aim to ward off 
the potential impact of a threatening environmental stimulus or event. Thus, at its most 
basic level, the core of that response is a fight-or-flight action tendency. Classifying 
panic as an intense fear response and as an action tendency means that it is an 
e-motional alarm response: it serves to elicit motion. It is that strong urge to escape that 
leads people to avoid places where escape could be difficult (e.g., movie theaters, large 
shopping malls, formal social gatherings). If the action tendency is actually blocked, the 
intensity of fear increases. 


Panic Disorder and Agoraphobia 


Panic Disorder (PD) is characterized by recurrent panic attacks, fear of bodily sen- 
sations associated with autonomic arousal, and anxiety concerning the possibility of 
future panic attacks. Current diagnostic criteria for a diagnosis of PD require that an 
individual experiences recurrent and unexpected attacks. At least one of the attacks 
must be followed by at least one month of persistent worry about future attacks, worry 
about the consequences of the attacks, or a behavioral change because of the attacks 
(e.g., some type of avoidance). At the core, panic disorder is a fear of experiencing fear, 
where people are literally afraid of panic attacks and the potential consequences of such 
attacks. Agoraphobic avoidance occurs when people avoid places (e.g., malls, movie 
theaters, grocery stores) where they might have had a panic attack, and where escape 
may be difficult, in case they have another attack. Recall that agoraphobia is essentially 
a fear of having a panic attack in particular places, not a fear of those places as was pre- 
viously thought. Accordingly, agoraphobia may best be viewed as a complication of 
panic disorder, where people attempt to avoid future panic attacks by staying in “safe” 
areas and avoiding stimuli and places that have previously been associated with panic. 
Nearly all persons who develop agoraphobia do so after first experiencing panic attacks; 
in fact, only 1 percent of people with agoraphobia do not experience panic attacks. 

The onset of PD is typically in the mid to late twenties. Stressful life events fre- 
quently precede the onset of the disorder. Yet, absolute frequency of negative life 
events does not reliably differentiate persons with PD from persons with or without 
other anxiety disorders. Persons with PD do, however, report experiencing negative life 
events as more distressing compared to other people. Persons with PD also report a high 
degree of concern about their health status, particularly in regard to changes associated 
with bodily states. Without professional intervention, the course of PD is often chronic, 
with an increase in the number and intensity of attacks occurring during periods of 
stress. PD is twice as common in women as in men. This gender difference is consis- 
tently found in studies around the world and is largely due to sociocultural factors that 
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moderate the experience and expression of emotion differently in males and females 
(Craske, 2003). For example, it is more socially acceptable for women to respond to fear 
by engaging in agoraphobic avoidance behavior, whereas men may attempt to endure 
fear and anxiety with the help of alcohol and other substances (“self-medication”). 


Specific Phobias 


A specific phobia is a marked, persistent, and excessive or unreasonable fear of a 
specific object or situation. Exposure to the feared object usually produces an immedi- 
ate and intense fear reaction (i.e., a panic attack). This alarm response is accompanied 
by a strong urge to flee from the object or situation and may be accompanied by signifi- 
cant impairment and distress about the fear. Persons suffering from specific phobias 
often act to avoid future encounters with the feared object as much as they can and will 
make great efforts to do so. Nonetheless, they typically recognize that their fear is exces- 
sive or unreasonable. This knowledge, however, has no impact on the urge to escape 
and avoid feared objects or the ability to control physiological and subjective responses 
that follow. 

Specific phobias, along with other anxiety disorders, are typically defined as 
involving changes in three loosely connected “response systems” (Eifert & Wilson, 
1991): motor behavior (e.g., avoidance or escape); elevated physiological activity (e.g., 
increased heart rate, perspiration, respiration, and muscle tension); and verbal- 
cognitive activity such as reports of distress and apprehension that precede, accom- 
pany, or follow the occurrence of anxiety. 

Some specific phobias are situational (e.g., closed spaces, heights, or airplanes), 
whereas others focus on the natural environment (e.g., heights, storms, lightning, or 
water), animals (e.g., snakes, rats, or spiders), or bodily harm (e.g., diseases, injuries, or 
the sight of blood). Specific phobias are quite common in the general population, with 
large surveys showing a lifetime prevalence of 11 percent (Kessler et al., 1994). The 
most common phobias are (in descending order) fear of animals, heights, closed spaces, 
blood and injuries, storms and lightning, and flying. 

In spite of this high prevalence, most people with specific phobias never seek 
treatment. Antony and Barlow (2002) report that in their anxiety clinics only 5 to 6 
percent of patients present with a specific phobia as their major complaint. Yet, 26 per- 
cent of people presenting for other anxiety disorders also suffer from a specific phobia as 
a secondary problem. Most people with a specific phobia do not seek treatment for their 
fears, in part because they are quite adept at avoiding the objects of their fear and/or 
because contact with feared objects is not an issue in their daily lives (e.g., seeing a 
snake in midtown Manhattan). Such avoidance is possible because the fear-eliciting 
stimulus is clearly known and discernible. Yet even this “successful” avoidance occa- 
sionally comes at a high personal or social price. For instance, the family of one of 
Georg’s clients in Australia could not take trips to a beautiful island just three miles off- 
shore (a favorite weekend getaway destination for many people in the city) because she 
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had a shark phobia and couldn’t stand the thought of sharks swimming underneath the 
ferryboat during the crossing. 

A number of specific fears may serve an evolutionary function. Researchers have 
observed that the most prevalent fears tend to involve stimuli that are associated with 
harm and have thus threatened survival (e.g., snakes, spiders, thunderstorms, heights). 
Over time, we have become “biologically prepared” to react in a hypervigilant, fearful 
manner to such stimuli to secure our survival (Seligman, 1971). Many studies, includ- 
ing several in our own lab (e.g., Forsyth & Eifert, 1998b), have demonstrated that fears 
of evolutionarily prepared objects are indeed more easily acquired than fears of other 
equally dangerous objects of more recent origin (e.g., electrical outlets, guns). 


Social Phobia 


Social phobia is characterized by an excessive and persistent fear and avoidance of 
situations that involve social interaction and evaluation by others. Persons with such 
problems tend to be particularly concerned about being negatively evaluated by others, 
show heightened personal awareness of autonomic activity in social situations, and 
experience real or perceived social inadequacy. They also worry that others might 
detect their social discomfort. These fears are often experienced as unreasonable and as 
causes of life distress. 

Not surprisingly, people with social phobia typically avoid and escape from social 
situations as much as they can. Such situations include, but are not limited to, public 
speaking, interpersonal communication with persons of the opposite sex, group meet- 
ings, telephone-based communication, social gatherings, and at times quasi-social 
activities such as using public restrooms or public transportation. More than 90 percent 
of all persons diagnosed with social phobia fear and avoid more than one social activity. 
Researchers often differentiate a fear of specific or discrete social situations (e.g., public 
speaking) from generalized social phobia. The latter of these is characterized by fears 
and avoidance of most social situations. The generalized type also is associated with a 
greater degree of psychological suffering compared to specific social phobia (see 
Hofmann & Barlow, 2002, for a full discussion). 

The problems experienced by individuals with social phobia typically go well 
beyond a fear of the actual social situation. Recall that individuals with agoraphobia, 
panic disorder, and specific phobias are not primarily afraid of public places, situations 
associated with panic attacks, or specific objects per se. They are afraid of experiencing 
unwanted psychological and emotional events in those contexts. The same is true of 
individuals with social phobia, where the fear is often focused on having a panic attack, 
somehow failing in front of others, or being humiliated or embarrassed while in a social 
situation. Thus, as with the other anxiety disorders, the core issue for individuals with 
social phobia appears to revolve around avoiding the experience of negative affect. 

We know that the prevalence of social phobias is much more common than previ- 
ously thought, with recent data (for a summary, see Hofmann & Barlow, 2002) showing 
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a lifetime prevalence of 13.3 percent. This makes social phobia the most common anxi- 
ety disorder and the third-most-common psychological disorder after major depression 
(17 percent) and alcohol dependence (14 percent). Studies consistently show that 
about 70 percent of individuals with social phobias are female (Juster & Heimberg, 
1998) and that social phobia tends to develop gradually over time. Few persons report a 
traumatic experience precipitating the disorder. In fact, many socially anxious persons 
report that they “have always had the problem.” This is supported by other epidemio- 
logical data showing that the median age of onset occurs on or about puberty (i.e., 
twelve years of age), with more than 90 percent of individuals developing the disorder 
prior to age twenty-five (Juster & Heimberg, 1998). 


Post-Traumatic Stress Disorder 


The major clinical features of Post-Traumatic Stress Disorder (PTSD) fall into 
three broad clusters: reexperiencing of the traumatic event, avoidance of trauma- 
related stimuli, and chronically elevated bodily arousal. Great concerns regarding 
threats to personal safety (e.g., death) are central to the disorder. 

The first cluster is also the most personally distressing feature of PTSD and 
involves reexperiencing aspects of the traumatic events by means of flashbacks, night- 
mares, intrusive thoughts, and emotional distress in response to internal or external 
cues that serve as reminders of the trauma (Jaycox & Foa, 1998). Trauma-related stim- 
uli often trigger a reexperience of the trauma, heightened somatic activity, and behav- 
ioral manifestations of extreme terror, such as immobility. During flashbacks and 
nightmares, people with PTSD can relive traumatic experiences vividly and in a way 
that seems very realistic to them. 

The second cluster involves avoidance behavior. For instance, persons with 
PTSD typically go to great lengths to avoid thinking about the traumatic event or any 
cues or situations that may serve as reminders of the event. The central function of such 
avoidance is to prevent reexperiencing the negative affect and psychological pain asso- 
ciated with the trauma. As with other anxiety disorders, avoidance behavior can vary 
from highly limited and circumscribed to highly generalized and extensive. As avoid- 
ance becomes extensive, it tends to restrict life functioning to such a degree that PTSD 
sufferers no longer engage in routine activities. For instance, some PTSD rape victims 
decrease contact only with certain types of males (e.g., males of the same race as the 
perpetrator), whereas other victims cease contact with all males. Another common 
form of emotional avoidance in PTSD is numbing, which refers to detachment from 
others and restricted range of affect. For instance, some rape victims with PTSD report 
a decreased level of enjoyment in sexual activity compared to other females despite 
achieving an equivalent number of orgasms. Many others simply report an inability to 
experience pleasure in life and an inability to trust and become close to others. 

Lastly, the third PTSD cluster consists of experiences associated with elevated 
bodily arousal or the alarm response. Clinical features associated with arousal include 
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sleep disturbances, elevated startle responses, irritability, anger outbursts, and hyper- 
vigilance. For instance, some rape victims constantly scan their environment for stimuli 
that are associated with the perpetrator and traumatic event. It is quite common for this 
elevated bodily arousal to spiral up into a full-blown panic attack. 

PTSD is the only psychological problem with a clear etiological marker, namely 
one or more traumatic events. Although problem responses may manifest in a relatively 
short time after the trauma (e.g., within three to six months), they also can arise years 
after a traumatic event. Jaycox and Foa (1998) rightly called the prevalence of trau- 
matic experiences and clinical PTSD alarming. Approximately 39 percent of the U.S. 
population will experience at least one traumatic event in their lifetime. Yet, of those 
people, only 24 percent will go on to develop PTSD, accounting for a 9 percent lifetime 
prevalence of PTSD in the general population. These numbers are certainly high, par- 
ticularly when considering that up to 15 percent of the population suffers from 
subclinical PTSD. Nonetheless, we know from such studies that about two-thirds of 
trauma victims do not develop PTSD. Again, we must ask, why do most people emerge 
from traumatic experiences psychologically relatively unscathed? Why do some people 
only experience acute problems following trauma that dissipate on their own after a few 
months? And, why, in other cases, do problem responses persist and develop into the 
disorder we call PTSD? As we discuss in chapters 3 and 4, this is probably not a question 
of differences in traumatic conditioning, luck, or fate. Examining the core dimension of 
rigid avoidance of negative affect may hold the key to answering these and other crucial 
questions. 


Generalized Anxiety Disorder 


The clinical features of generalized anxiety disorder (GAD) are excessive worry 
about a number of events and activities occurring more days than not for at least six 
months, causing clinically significant distress or impaired functioning; unsuccessful 
attempts to stop or control worrying and to reduce anxiety by means of worrying; and a 
number of central nervous system problems such as muscle tension, restlessness, 
fatigue, difficulty concentrating, irritability, and sleep disturbance. 

Approximately 5 percent of the general population will suffer from GAD at some 
point in their lives. Of these, about 60 percent of all cases are female. The onset of GAD 
is typically insidious, often beginning at an earlier age compared with other anxiety dis- 
orders. However, we should add that GAD onset late in life is common, too (Roemer & 
Orsillo, 2002). Worry and anxiety-related responses are likely to be particularly intense 
during periods of life stress and tend to decrease during periods of low stress. As with 
social phobia, the onset of GAD is not typically associated with negative life events. 
Rather, individuals commonly report that they are “stressed” and frequently over- 
whelmed by everyday life experiences (“daily hassles”). These observations further sup- 
port the view that it is the frequent experiencing of negative uncontrollable life events 
in general, rather than a specific traumatic experience, that determines individual 
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susceptibility to GAD. As a result, persons with GAD learn that they can do little to 
predict and control such events and end up worrying about them and avoiding them as 
much as possible. 


Obsessive-Compulsive Disorder 


Obsessions are recurring persistent thoughts, impulses, or images that are associated 
with significant anxiety and are experienced as intrusive, unreasonable, and distressing. 
Compulsions, by contrast, are repeated behaviors (e.g., checking, hand washing) and 
mental acts (e.g., counting, praying) that people engage in rigidly and excessively to 
relieve anxiety provoked by the obsessions (Steketee & Frost, 1998). The goal of ritualis- 
tic thoughts or actions is to suppress, neutralize, or otherwise control disturbing obses- 
sional content. The behavioral or mental acts serve to restore safety, reduce anxiety, and 
prevent the dreaded event from happening. Obsessions and compulsive rituals cause 
marked distress and interfere with daily routines and social functioning more significantly 
than any of the other major anxiety disorders. In fact, when individuals are hospitalized 
because of anxiety, it is typically because they suffer from obsessive-compulsive disorder 
(OCD) (Steketee & Barlow, 2002). Hospitalization often represents the culmination of 
the downward vicious cycle of compulsions and obsessive rituals. Both tend to put so 
many constraints on people’s lives, while consuming so much time every day, that some 
individuals literally run out of time to do what they really need to do. Hospitalization in 
such cases is typically a last resort to break this cycle. 

Unlike cognitions associated with GAD, the intrusive thoughts and worries expe- 
rienced by persons with OCD are not simply excessive worries about real, everyday life 
problems. Instead, OCD is characterized by unrealistic, unreasonable, and often bizarre 
concerns. Most human beings have had such intrusive and bizarre concerns at some 
point. Yet, intrusive thoughts and images tend to elicit more anxiety and are more diffi- 
cult to dismiss in OCD sufferers compared with other people (Steketee & Frost, 1998). 
Such thoughts, in turn, also often culminate in a paniclike reaction and are typically 
avoided and resisted. This is why Steketee and Barlow (2002) describe the response of 
individuals with OCD as another type of phobic reaction. This reaction is similar to that 
seen in panic disorder, except that the phobic objects in OCD are cognitions, not bodily 
sensations. 

Most people with OCD realize that their rituals are excessive and unreasonable. 
Yet they continue to engage in behaviors that are designed to control or reduce 
unwanted thoughts. It is certainly possible that OCD sufferers engage in such control 
behavior because obsessive intrusions provoke more anxiety in them than in other peo- 
ple. Yet, it is also possible that the very tendency to neutralize and control intrusions 
inadvertently contributes to elevated anxiety. There is indeed mounting empirical sup- 
port for the negative and backfiring effects of attempts to suppress or control unwanted 
thoughts and images (Hayes et al., 1996; Wegner, 1994). We will have more to say 
about this line of research in subsequent chapters. 
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Although the age of onset for OCD is typically mid to late adolescence, problems 
can start in children as young as five to six years of age. In childhood and adolescence, 
there are more males than females suffering from OCD (sex ratio 2:1), but by adulthood 
the gender distribution is approximately equal. OCD rarely begins after age fifty 
(Steketee & Barlow, 2002). If untreated, the prognosis of OCD is poor. 


ANXIETY DISORDERS HAVE MUCH 
IN COMMON 


In the past, researchers and therapists have focused on the differences between anxiety 
disorders. At the phenomenological level such differences are obvious, particularly if 
one focuses on events that elicit fear and anxiety across the anxiety disorders. In specific 
phobias, for instance, we have focused on a specific object, event, or situation. In social 
phobia, we have focused on social situations. In panic disorder, we have focused on dis- 
crete episodes of intense fear elicited by bodily sensations. In PTSD, we have focused on 
past traumatic events and associated memories. We also differentiate cued or expected 
fear responses, where we know the fear-eliciting stimuli (e.g., in specific and social pho- 
bias and PTSD), from uncued or unexpected types of fear responses that appear to occur 
out of the blue (e.g., in panic disorder), where we often have no clear understanding of 
the eliciting stimuli. We have also focused on differences in the duration and intensity 
of responses. For instance, fear and the associated physical changes in panic disorder are 
intense but relatively short-lived, whereas anxiety and physiological responses in GAD 
are less intense and occur over much longer periods of time. 


Phenomenological Overlap 


Despite these differences amongst the various anxiety disorders, there are some 
striking commonalities that have been studied extensively. For instance, although 
panic attacks most frequently occur in persons with PD, they also can and do occur in 
persons with all other anxiety disorders. For instance, at least 50 percent of people with 
social phobia and at least 30 percent of people with GAD and OCD experience occa- 
sional or frequent panic attacks. 

Additionally, we have known for some time that there is little difference between 
a panic attack that occurs within the context of panic disorder and cued (situationally 
bound) panic attacks that occur in the presence of specific stimuli (e.g., in specific and 
social phobias, PTSD; cf. Craske, 1991). Most importantly, the tendency to avoid and 
escape from fear and anxiety is characteristic of just about every individual diagnosed 
with an anxiety-related disorder. The specific types of escape and avoidance behavior 
may differ at a phenomenological level. Yet, the basic function of those behaviors is the 
same: they serve to make the fear and anxiety go away and get the person out of the 
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situation where they experience fear and anxiety. There is also much overlap between 
anxiety disorders and major mood disorders such as major depression and dysthymia. 
Barlow and colleagues (2004) report that 55 percent of patients with a principal anxiety 
or mood disorder had at least one other additional anxiety or depressive disorder at the 
time of assessment. This rate increased to 76 percent when additional lifetime 
diagnoses were considered. 

Panic attacks are indeed common occurrences in persons with major emotional 
disorders. For instance, as many as 25 to 50 percent of persons suffering from major 
depression, and 35 to 60 percent of those with somatization disorder or hypo- 
chondriasis, experience panic attacks (Salkovskis, 1998). Brown and Barlow (2002) 
discuss several large-scale studies that all show that major depression is by far the most 
common additional lifetime diagnosis in patients with a principal anxiety disorder. A 
surprising finding was that the overwhelming majority of patients with mood disorders 
also presented with a current or past anxiety disorder. In fact, only 5 percent of 670 
patients who had lifetime major depression or dysthymia did not have a current or past 
anxiety disorder. In the majority of cases of coexisting anxiety and depression, anxiety 
disorders preceded rather than followed the onset of mood disorders. 

We therefore agree with Barlow and colleagues (2004) that there is a remarkable 
degree of functional overlap across the anxiety disorders. We also agree that all the 
emerging evidence points to the overriding importance of common factors in the gene- 
sis and presentation of emotional disorders. The observable overlapping features of the 
various anxiety disorders, as well as the large co-occurrence of anxiety and mood disor- 
ders, point to a more basic fundamental overlap at the process level: 


Deepening understanding of the nature of emotional disorders reveals that 
commonalities in etiology and latent structure among these disorders 
supercede differences [p. 205] ... There is wide agreement that the DSM-IV 
represents the zenith of a splitting approach to nosology, with the obtained 
advantage of high rates of diagnostic reliability. But there is growing suspi- 
cion that this achievement has come at the expense of diagnostic validity, 
and that the current system ... may be erroneously distinguishing categories 
that are minor variations of broader underlying syndromes. (Barlow et al., 
2004, p. 211) 


Common Core Pathological Processes 


We believe that a better understanding of the common core processes by which 
normal anxiety and other emotions become disordered is essential to a successful 
approach to treating people with anxiety and other emotional disorders. There is 
increasing empirical support for the notion that the powerful and self-defeating impact 
of avoiding negative affect is the core pathological process that fuels all anxiety disor- 
ders. In our view, the way people with GAD use worry to avoid and reduce the stress 
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associated with anxiety can teach us a lot about the core problem behavior that is at the 
heart of all anxiety disorders: rigid and excessive attempts to avoid experiencing 
anxiety. 


GAD—The Prototypical Anxiety Disorder? 


GAD used to be a catchall diagnosis for persons who presented with an anxiety 
problem that did not neatly fit into one or more of the other, more specific anxiety cate- 
gories. In recent years, the shift in GAD diagnostic criteria from specific motor and 
autonomic symptoms to the core processes of worry and anxious apprehension has led 
to the notion that GAD may in fact be the “basic” anxiety disorder. Indeed, Barlow 
(2002) views anxious apprehension as a core process that can serve as a platform for the 
genesis and maintenance of all anxiety disorders. He defines anxious apprehension as a 
future-oriented mood state in which an individual becomes ready for, or prepares to 
cope with, upcoming negative events. This state is associated with heightened negative 
affect, chronic overarousal, a sense of unpredictability and uncontrollability, and an 
attentional focus on threat-related stimuli. Barlow points out that the process of anx- 
ious apprehension is present in all anxiety disorders, but the specific content of that 
apprehension varies from disorder to disorder. 

Our much improved understanding of GAD gives us important clues as to what 
can make anxiety disordered and what behaviors we need to address in treatment. 
Worry functions as a cognitive avoidance response to threatening material. Borkovec 
and associates (2004), for instance, have gathered convincing empirical evidence that 
the function of worry is to avoid imagery and physiological arousal associated with anxi- 
ety and negative affect. When people worry, they are mostly talking to themselves. That 
is, worry involves more abstract verbal thinking than imagery (Borkovec & Newman, 
1998). Hence, worry allows people to approach emotional topics from an abstract con- 
ceptual perspective and thereby avoid aversive images and intense negative emotions in 
the short run. In the long run, however, this strategy is ineffective. In fact, individuals 
tend to experience even more intense anxiety over the long haul, which is usually fol- 
lowed by efforts to reduce anxiety by engaging in more worrying (Mennin, Heimberg, 
Turk, & Fresco, 2002). 


[People with GAD] are thinking so hard about upcoming problems that they 
do not have the attentional capacity left for the important process of creat- 
ing images of the potential threat, images that would elicit more negative 
affect and autonomic activity. In other words, they avoid all the negative 
affect associated with the threat ... [As a result] they may avoid much of the 
unpleasantness associated with the negative affect and imagery, but they are 
never able to work through their problems and arrive at solutions. Therefore 
they become chronic worriers, with accompanying autonomic inflexibility 
and quite severe muscle tension. Thus, intense worrying for an individual 
with GAD may serve the same maladaptive purpose as avoidance does for 
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people with phobias. It prevents the person from facing the feared situation, 
and so adaptation and real problem-solving can never occur. (Barlow & 
Durand, 2004, p. 130) 


It has proven difficult to explain why worry helps GAD sufferers avoid distressing 
emotional experiences and why these experiences are so aversive that such individuals 
feel they need to avoid them in the first place. Still, Mennin and colleagues (2002) have 
provided an explanation that we believe is quite compelling. These authors found that 
individuals with GAD have emotional reactions that occur more easily, quickly, and 
intensely than for most other people. At the same time, they also appear to have a 
poorer understanding of emotions, respond to their emotions in a negative way, and use 
maladaptive strategies to control and constrain their emotional experience to decrease 
this aversive state. Thus, GAD tends to be associated with indiscriminate avoidance of 
negative affect that is, in some sense, on autopilot. 


Avoiding Fear and Anxiety at All Costs 


There is increasing evidence that the key problem of most people with anxiety dis- 
orders is not their intense fear or pervasive anxiety. The problem is that such persons 
tend to be overwhelmed by the action tendency to avoid experiencing fear and anxiety. 
They quite literally live a life focused on trying not to have anxiety and fear, unwanted 
thoughts, past memories, worries, and the like. Such a life lived in the service of anxiety 
and fear can take several forms, such as avoiding people, places, activities, and situa- 
tions that might lead to anxious and fearful feelings, using substances to minimize the 
occurrence of such feelings, and escaping from situations during unpleasant emotional 
states. A life lived in the service of not having anxiety and fear, particularly when rigidly 
and inflexibly applied, is quite limiting and likely has come to define how clients are liv- 
ing their lives by the time they enter therapy. It is when this strategy of avoidance and 
escape is applied rigidly and inflexibly to anxiety and fear, including the circumstances 
that occasion such responses, that we begin to talk about the shift from normal anxiety 
and fear to disordered experiences of anxiety and fear. Most of this activity is verbally 
constructed and evaluative, and hence the reason why ACT considers language at the 
heart of this experiential avoidance problem. Indeed, from an ACT perspective, anxiety 
and fear become problematic when persons: 


Em are unwilling to have anxiety and fear; 


H routinely act to avoid, suppress, and escape from such emotions, associ- 
ated thoughts, physical sensations, and the circumstances that may 
occasion them; and 


m devote enormous effort and time to this struggle with anxiety and fear 
at the expense of other valued and important life activities and goals. 
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As we show in part 3, ACT aims to break up this cycle by undermining this natural 
tendency to avoid and escape and increasing flexibility and willingness to experience 
anxiety and fear for what it is. At the same time, ACT helps clients focus attention on 
important and valued life domains that are being sidelined during this struggle. 


CHAPTER 3 


Cognitive Behavioral 
Views and Treatments 
of Anxiety Disorders 


Clinical experience has shown that, ironically, it is often the 
patient’s very attempt to solve the problem that, in fact, maintains it. 
The attempted solution becomes the true problem. 


-Giorgio Nardone & Paul Watzlawick 


Behavioral and cognitive behavioral treatments are the treatments of choice for anxiety 
disorders. In fact, they represent the best psychosocial interventions that we have to 
offer persons suffering from anxiety disorders. Yet, cognitive behavioral therapies are 
still far from being curative. A significant number of anxiety sufferers fail to respond to 
cognitive behavioral therapies. More people than we’d like to admit never even start 
treatment when they hear what it involves (Becker & Zayfert, 2001). Many others drop 
out before completing treatment, and of those who complete treatment, many ulti- 
mately relapse and require additional treatment. It is simply not the case that we have 
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reached the efficacy ceiling with regard to cognitive behavioral therapies for anxiety dis- 
orders (Barlow et al., 2004; Foa & Emmelkamp, 1983; Foa & Kozak, 1997a). Far from it. 
We can and should do better. In fact, we must do better. Meeting this challenge will 
require rethinking some of the basic assumptions guiding our views of anxiety-related 
problems and their treatment. In particular, we need to reexamine what makes anxiety 
and fear disordered. The aim of this chapter is to provide some background for this reex- 
amination and a new perspective. 


COGNITIVE BEHAVIORAL VIEWS 


Early behavior therapy owes much of its success to its account of the etiology and main- 
tenance of anxiety disorders. This account was based on the simple notion that anxiety 
disorders are learned or acquired via a process of conditioning and are maintained via 
escape and avoidance behavior (Mower, 1960). The logical consequence of this 
account was that successful treatment needs to involve helping clients to confront 
feared stimuli and situations in a safe therapeutic environment so as to allow for new 
corrective emotional learning and extinction of excessive fear and anxiety (Wolpe, 
1958). This view survived more or less intact until the 1970s, when criticisms mounted 
suggesting that anxiety disorders are not solely about conditioning. There is more to the 
human experience than conditioning because of the human capacity for language and 
our propensity to engage in complex and infinite verbal-symbolic cognitive processes. A 
more cognitive view of disorders and their treatment ensued that focused on the role of 
memory, attention, catastrophic thinking patterns, irrational beliefs, unrealistic 
self-statements and appraisals, and the like. These notions were quickly integrated 
within behavior therapy and became known as cognitive behavioral therapy (Beck & 
Emery, 1985). Below we briefly trace some of these developments, and highlight where 
both the original conditioning and the cognitive behavioral accounts fall short. 


Limitations of the Behavioral Account 


Early behavior therapists tended to conceptualize the etiology of anxiety disorders 
in terms of straightforward Pavlovian or classical conditioning principles. Thus, when 
an otherwise benign stimulus occurs in close contingency with an anxiety-inducing 
event, it becomes highly likely that the stimulus will later elicit anxiety and fear without 
further trauma. In fact, a relation between otherwise neutral stimuli and a false alarm 
(i.e., a panic attack) may be enough to set this learning in motion (Barlow, 1988; Bou- 
ton, Mineka, & Barlow, 2001; Forsyth & Eifert, 1996; Wolpe & Rowan, 1988). For 
instance, several studies out of our lab group have shown that panic attacks can func- 
tion as conditioning events in the etiology of anxiety disorders (Forsyth, Eifert, & 
Thompson, 1996; Forsyth, Daleiden, & Chorpita, 2000; Forsyth & Eifert, 1996, 1998a, 
1998b). Importantly, this work suggests that conditioning involves, at least from an 
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individual’s perspective, relations between bodily and environmental cues and a highly 
unpleasant false alarm response (i.e., a panic attack; Barlow, 2002; Forsyth & Eifert, 
1996; Wolpe & Rowan, 1988). It is the false alarm response, not necessarily the 
aversive stimulus capable of evoking it, that humans experience as traumatic. This view 
is at the core of contemporary thinking about the critical processes involved in fear 
learning, wherein panic attacks or paniclike responses function as critical conditioning 
events in the genesis of anxiety disorders (Bouton et al., 2001). 

Nonetheless, numerous criticisms have been raised about the clinical relevance of 
a conditioning account of anxiety disorders. Our intent here is not to redress all of these 
criticisms (e.g., Marks, 1979; Menzies & Clarke, 1995; Rachman, 1977, 1991), as only 
one of them holds up in light of contemporary learning theory. The conditioning model 
of anxiety disorders has not fully explained how adaptive learning processes (i.e., condi- 
tioning) coupled with adaptive emotional responses (i.e., fear and anxiety) would send 
some individuals down the path to an anxiety disorder and not others. Indeed, critics 
and proponents of the conditioning model of anxiety disorders have largely ignored this 
critical issue. Yet, coming to terms with it has profound implications for understanding 
anxiety-related suffering (see Forsyth, Eifert, & Barrios, in press, for a detailed 
account). Here, we will briefly summarize a few key points. 

First, consider classical fear conditioning. There is nothing disordered about this 
form of learning. In fact, it is ubiquitous and highly adaptive. Classical conditioning 
occurs in forms ranging from subtle to obvious across all mammalian species, and even 
has been found to occur in single-cell organisms (e.g., paramecia; see Hennessey, 
Rucker, & McDiarmid, 1979). The main function of this form of learning is to tinge 
stimuli with emotional significance or meaning, and thus direct behavior as a conse- 
quence (Staats & Eifert, 1990). At times fear learning can be quite dramatic, as with the 
trauma of 9/11, natural disasters, accidents, assault, or war. Yet, even in these and other 
more extreme examples, the learning is perfectly adaptive. It makes sense to learn to 
fear stimuli that have been associated with aversive consequences. As indicated in 
chapter 2, it also makes sense to avoid people and situations that have been associated 
with aversive and harmful consequences. In fact, the consequences of not doing so 
could be quite disastrous. 

Second, the alarm response, whether conditioned or unconditioned, is no less 
adaptive. When fear is evoked in nonhuman animals, they engage in a number of 
behaviors that we describe as behaving fearfully. They freeze, shake, struggle to escape, 
cry out, and even urinate and defecate. Numerous neurobiological responses underlie 
such actions, involving in particular the amygdala and hippocampus and the sympa- 
thetic branch of the autonomic nervous system (LeDoux, 1996, 2000; Selden, Everitt, 
Jarrard, & Robbins, 1991). When such responses are evoked, the typical acute conse- 
quence is disruption and narrowing of ongoing behavior. Such disruptions make organ- 
isms ready to take immediate action to prepare for, and subsequently to escape from or 
avoid, potential sources of threat. Following such experiences, most mammals, includ- 
ing humans, will actively avoid exposing themselves to stimuli that predict such 
responses, in part because it makes adaptive sense to do so. 
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Classical fear conditioning has survived as a model of anxiety disorders largely 
because of Watson and Rayner’s (1920) dramatic demonstration of phobic fear acquisi- 
tion in Little Albert. The correspondence between the behavior of Albert and the pho- 
bias and other anxiety problems was so dramatic that behavior therapists never stopped 
to ask whether it would have made sense for Little Albert to have responded any differ- 
ently than he did under the circumstances. We are suggesting that the emotion of fear 
and the classical conditioning of fear are not disordered processes, but rather normal 
and mostly adaptive dimensions of everyday human experience. The real challenge is to 
explain why classical fear learning would result in an anxiety disorder. 

This issue, as we will suggest, requires consideration of what humans do to manage 
the experience and expression of emotions. This is a key point of difference between 
nonhuman animals and humans. There is no indication that nonverbal mammals suffer 
about their own suffering. Nonhuman primates will also learn to avoid the source and 
context of aversive stimulation, but as best we can tell, they do not act deliberately and 
purposefully to regulate their emotional experience. Humans, by contrast, can and do 
suffer about their own emotional pain and histories by responding to conditioned 
responses with evaluative verbal behavior and thinking, and by engaging in efforts to 
suppress, avoid, or escape from their emotional pain and related thoughts. Thus, 
humans can become fearful or fear, depressed about anxiety, worried about the future, 
tormented about the past, and struggle to avoid and escape from unpleasant thoughts, 
images, sensations, feelings, behavioral tendencies, and the circumstances that have 
evoked them or those that may evoke them in the future. The capacity of language, 
coupled with powerful social contingencies regarding the experience and expression of 
emotion, make all this possible. 


Emotional Regulation Can Transform Normal 
Fear Into a Clinical Problem 


When a fear learning process is juxtaposed with emotional regulation processes, 
something new may emerge that is far from functional. Emotion regulation simply refers 
to actions that are designed to influence “which emotions we have, when we have 
them, and how we experience and express them” (Gross, 2002, p. 282). Putting on a 
smile at a social gathering, despite feeling and thinking negatively about the situation, is 
one example of emotion regulation in action. Though emotion regulation is itself not a 
dysfunctional process, it can become dysfunctional when the emotions one is attempt- 
ing to regulate cannot and need not be regulated, and when the very act of emotion reg- 
ulation gets in the way of meaningful life activities. 

Figure 1 illustrates the typical points where emotional experience tends to be reg- 
ulated. In a somewhat simplified fashion, this model suggests that humans may regulate 
the antecedents and consequences of emotions. Antecedents, in the case of anxiety dis- 
orders, may include situations where anxiety and fear are likely to occur, bodily and 
environmental cues that tend to evoke such reactions, whether emotionally relevant 
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Figure |. A consensual model of emotion regulation. Adapted from “Antecedent and response-focused 
emotion regulation” by J. J. Gross, 1998, Journal of Personality and Social Psychology, 74, p. 226. Copyright 
(1998) by the American Psychological Association. Reprinted with permission of the publisher. 


information is attended to, and how such information is appraised (e.g., “This is bad,” or 
“I can’t get through this”). Strategies used to regulate emotions on the front end are 
important precisely because how one responds to emotional inputs, and particularly the 
verbal evaluation of those inputs (i.e., “This is dangerous [awful, harmful, etc.]”), 
affects the emotional consequences that may follow. Thus, escalation of the emotional 
sequence can be attenuated or avoided altogether depending on how one manages the 
antecedents of emotional experience. Once the emotion occurs, regulation efforts tend 
to focus on the intensity, duration, and general quality of the emotional experience and 
its consequences. Such response-focused regulation strategies may involve taking a 
break, relaxation, deep breathing, or doing something pleasant. There is nothing partic- 
ularly disordered or problematic about such strategies, particularly when applied in a 
context-sensitive and flexible manner. 


Emotional Dysregulation in Anxiety Disorders 


The problems come about when persons make rigid and inflexible efforts to 
down-regulate the cognitive, physiological, or behavioral components of negative emo- 
tions such as anxiety and fear. Such strategies are often subtle and idiosyncratic in per- 
sons suffering from anxiety disorders, and usually take the form of suppression, control, 
avoidance, or escape (Barlow, 2002; Barlow et al., 2004). People suffering from anxiety 
disorders do not experience fear and anxiety as adaptive, normal emotional events. 
Rather, they are bad emotional events that need to be managed and controlled at all 
costs. 
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These emotion down-regulation efforts provide the context in which persons suf- 
fering from anxiety disorders experience anxiety, fear, and the circumstances that give 
rise to them. That is, down-regulation efforts function as important predispositions that 
make the otherwise adaptive emotions of anxiety and fear disordered. As we describe in 
chapter 4, emerging data on several fronts suggest that emotion regulation efforts only 
work to a point, and these efforts are particularly unworkable when the emotions are 
highly aversive. In fact, attempts to escape from and/or avoid unpleasant emotions typi- 
cally backfire, resulting in an increase of the very emotion that is undesired, as demon- 
strated by the effects of attempts to control emotions after initial panic attacks (Craske, 
Miller, Rotunda, & Barlow, 1990). 


The Role of Avoidance and Escape Behavior 


Within the traditional behavioral account, avoidance and escape behavior are 
thought to represent the two main antecedent and response-focused emotion regula- 
tion strategies that emerge as a natural consequence of fear learning. Yet, this account 
begs the question as to why the powerful action tendency to avoid and/or escape 
fear-evoking stimuli would yield an anxiety disorder in some individuals and not others. 
When persons encounter a stimulus that was previously associated with danger, harm, 
or pain, they will indeed experience a powerful behavioral urge to escape and will often 
act to stay away from that situation as much as they can. In chapter 2 we used the exam- 
ple of a woman who was sexually assaulted and subsequently experiences a strong fear 
response when thinking of her assailant or the previous assault. If she were to encounter 
the man again, such fear would lead to an immediate escape or other defensive 
responses to protect herself. As we indicated, there is nothing disordered about such 
learned alarm responses and related avoidance and escape behaviors. They are normal 
and adaptive. 

In our view, the main reason why fear learning becomes disordered is related to 
individual differences in the application of emotion regulation strategies when such 
strategies are unworkable and/or uncalled for by the situation. Going back to the sexual 
assault example, if this woman were to apply escape and avoidance behavior in a rigid 
and inflexible way, to avoid not only her assailant but all men (including those who 
have never harmed her, such as her husband), then she might well be on her way to 
developing an anxiety disorder. It is unworkable for this woman to avoid feelings of 
apprehension the first time she is about to have sex in a safe environment (e.g., with her 
husband) after she was sexually assaulted. It is unworkable because feeling anxious and 
apprehensive in this sexually charged situation is a natural consequence of the previous 
highly aversive experience with her assailant—even though the contexts could not be 
more different. It is simply impossible for her to shut down or avoid apprehension, anxi- 
ety, and perhaps even some aversion. Avoiding those feelings (and her husband) is also 
uncalled for in the sense that the situation does not require her to escape in order to be 
safe because her husband poses no danger to her safety. Nonetheless, the urge to escape 
is there and quite real. The woman must choose whether to give in to that urge or to 
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stay and be anxious and be sexually intimate with her husband because that is more 
important to her than not being fearful. The choice she makes will be closely related to 
her values as well as to her history of handling aversive experiences. Thought and emo- 
tional regulation can get in the way of such choices. 

A less complex example might help clarify the important distinction between flex- 
ible (healthy) and inflexible, rigid (possibly disordered) responses. When a child falls off 
her horse and hurts herself while learning to ride, she will be apprehensive about getting 
back into the saddle. After all, horse riding has just been associated with pain. So expe- 
riencing some fear at the sight of the horse is quite natural. Yet we all know that this 
child needs to get back into the saddle pretty soon, or else she will never learn to ride 
the horse. She will also miss the chance to experience that horse riding, for the most 
part and when done with caution, is not harmful and can be quite useful and enjoyable. 
Now consider the child who falls off the horse and does not get back onto the horse. In 
fact, she starts to avoid all horses as well as anything that is horse related (e.g., barns, 
the countryside, movies featuring horses). She may even come to avoid situations unre- 
lated to riding where taking a fall is a possibility. This child will neither learn to ride a 
horse safely nor lose her apprehension about horses, and she may also very well be on 
her way to developing a horse phobia and broader problems related to a fear of falling. 

Although we know woefully little about this process, it is likely that people learn 
such rigid avoidance strategies early on in life, with observational learning probably 
playing a major role (Hayes et al., 1996). People also learn not only to avoid the 
fear-related objects and events, but to avoid feeling fear and other aversive emotions 
themselves. In any case, persons who have learned to avoid unpleasant thoughts and 
feelings, and who do so rigidly and inflexibly, are likely to respond to fear learning expe- 
riences quite differently than persons who are not so predisposed. In this context, fear 
and anxiety, and the cues and contexts associated with them, must be managed even at 
significant personal cost. This quite literally traps people—it keeps them stuck—and 
creates the context that may help explain the shift from normal fear and anxiety to dis- 
ordered fear and anxiety, and why fear learning may contribute to the development of 
full-fledged anxiety disorders. 


COGNITIVE BEHAVIORAL THERAPIES AND THE 
MASTERY AND CONTROL AGENDA 


Mainstream cognitive behavioral therapies for anxiety disorders tend to conceptualize 
anxious thoughts and feelings as problems that warrant clinical attention (e.g., Barlow, 
2002; Beck & Emery, 1985). Accordingly, the therapeutic solution is to help clients to 
alleviate their symptoms as a means to attain psychological health (e.g., Barlow, 2002). 
Often this is achieved, or at least initiated, by getting clients to confront feared objects 
or aversive bodily events in a safe therapeutic context, which is believed to facilitate cor- 
rective emotional learning and fear reduction. 
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A variety of techniques can facilitate this process, including direct exteroceptive 
or interoceptive in vivo exposure, imaginal exposure, response prevention, flooding, 
systematic desensitization, worry exposure, decatastrophizing, cognitive restructuring, 
guided imagery, breathing retraining, and progressive muscle relaxation. Such tech- 
niques, in turn, have a more general objective; namely, to get clients to experience 
unpleasant thoughts and feelings that they have otherwise avoided and to learn how to 
reduce or control them in the future. Many of these and other related techniques have 
been shown to be quite efficacious, at least in the short term, in producing symptom 
reduction and relief for most clients most of the time. Many empirically-derived treat- 
ments for anxiety disorders include such techniques as components of comprehensive 
treatment manuals developed for many of the DSM-IV-TR anxiety disorders: panic dis- 
order (e.g., Mastery of Your Anxiety and Panic, Craske & Barlow, 2000), specific phobias 
(e.g., Mastery of Your Specific Phobia, Craske, Antony, & Barlow, 1997), obsessive-com- 
pulsive disorder (Mastery of Obsessive-Compulsive Disorder, Foa & Kozak, 1997b), and 
generalized anxiety disorder (Mastery of Your Anxiety and Worry, Zinbarg, Craske, & 
Barlow, 1993), to name a few. 

The word “mastery” as contained in the titles of such manuals is not accidental 
and reflects the underlying philosophy and approach of such treatments. For in most 
cases, the aim of the techniques outlined in manualized treatments is to assist clients in 
becoming better at controlling (i.e., mastering) their thoughts and emotional experi- 
ences (i.e., the symptoms) by giving clients more and “better” thought and emotion reg- 
ulation strategies, and by replacing “dysfunctional” thoughts with more “functional” 
ones. Mastery and control-based techniques are simply another way of saying “you must 
regulate your anxiety, because such regulation is important for psychological health.” 
This more general approach is what many anxious clients have come to expect from 
psychotherapy. That is, they want to learn better and more effective ways of regulating 
unwanted anxious thoughts and feelings. Virtually all cognitive behavioral therapies 
play into this system and teach clients that (a) their thoughts and feelings are the cause 
of their suffering and life problems; (b) in order to live a happy and successful life they 
need to become better at mastering (i-e., controlling or reducing) unwanted thoughts 
and feelings; (c) therapy is going to give them new techniques to accomplish better con- 
trol of their private experiences; and (d) if and when they become better at controlling 
their anxious thoughts and feelings, they will then become better at living a happy and 
productive life. 

As we describe throughout this book, we suggest a different strategy, which is to 
directly address the struggle to control and avoid unwanted thoughts and feelings. This 
means addressing the agenda of emotion regulation itself. Thus far, people have desper- 
ately tried to relax away fear and anxiety by pushing their unwanted thoughts and feel- 
ings away. Instead, we want to help people relax with their anxiety by being and moving 
with it. 

Suppose instead that it is what clients do to regulate anxiety and fear, not anxiety 
and fear per se, that is the problem. Suppose also that anxious thoughts and feelings are 
not “symptomatic” of anything, but rather normal facets of human experience. 
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Attempts, therefore, to teach clients to become better suppressors or avoiders of their 
unwanted thoughts and fearful or anxious feelings is unlikely to work as a lasting solu- 
tion, for this is what many persons with anxiety-related problems are already doing by 
the time they enter therapy. We must ask ourselves in all honesty, if that was a workable 
and functional solution, then why have they come into therapy? 

Targeting unwanted thoughts or feelings in therapy can, at best, result in only 
short-term gains. The reason is that this approach implies that such private events are 
the problem and need to be dealt with. Such strategies also imply that psychological 
health occurs only at one end of the emotional spectrum (i.e., positive thoughts and 
feelings), and that negative emotional experiences are problematic and the cause of life 
problems. Thus, when anxious thoughts and feelings occur again (and they will occur 
again), they should be controlled or else more problems will result. Yet, we do not live in 
a world where people only experience good thoughts and feelings (Hayes, 1994). 
Indeed, what makes us human is our capacity to experience a wide range of emotional 
experience, willingly and without defense, and to adapt and behave effectively despite 
what we may think or feel. Those who do so willingly and without defense, and adapt 
and behave effectively despite what they may think or feel, are very healthy indeed. 

In fact, at a very basic level, what differentiates psychological health from disor- 
dered suffering is not the absence of trauma, pain, and negative private events. The dif- 
ference is whether people are willing to experience the totality of their psychological 
and emotional world and still do what matters most to them. Willing here is not about 
brute force of will. It means being open and experiencing and accepting what is for what 
it is. It is about finding a way to live a meaningful and productive life. It means being 
willing to live such a life and taking the totality of personal pains and joys along for the 
ride. This perspective is quite different from unwillingness, where lives can quite liter- 
ally be about living to avoid or manage psychological and emotional pain. This is not a 
way most persons would want to live. Yet, this is what the lives of many anxious clients 
have become and why we now think that anxiety itself is not disordered. It is what peo- 
ple do to regulate anxiety that makes it disordered. This view, by the way, is now making 
its way into mainstream cognitive behavioral interventions, resulting in a rethinking of 
the mastery and control symptom-focused change agenda (Barlow et al., 2004). 


NEW-WAVE BEHAVIOR THERAPIES 
FOR ANXIETY 


Most behavioral and cognitive behavioral therapies for anxiety are predicated on the 
notion that changing anxious thoughts and feelings would naturally foster a more vital 
life. Newer-generation behavior therapies, by contrast, tend to focus on domains of 
human experience that go well beyond symptom alleviation and control as therapeutic 
goals. Instead, they emphasize topics traditionally reserved for less empirical wings of 
psychology, such as acceptance, mindfulness, values, spirituality, meaning and purpose, 
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relationships, and quality of life, to name a few (Hayes, Follette, et al., 2004). Examples 
of approaches that are part of this movement include Dialetical Behavior Therapy 
(Linehan, 1993), Functional Analytic Psychotherapy (Kohlenberg & Tsai, 1991), Inte- 
grative Behavioral Couples Therapy (Jacobson, Christensen, Prince, Cordova, & 
Eldridge, 2000), Mindfulness-Based Cognitive Therapy (Segal, Williams, & Teasdale, 
2002), and of course Acceptance and Commitment Therapy (Hayes, Strosahl, & Wil- 
son, 1999). At the core, these approaches challenge the symptom- and syndrome- 
focused change agenda that has come to characterize much of mainstream cognitive 
behavioral therapy. In so doing, they offer a unique and expanded view of human suffer- 
ing and what it means to foster psychological health and wellness. We will have much 
more to say about this throughout this book. How an ACT approach differs from, and at 
times complements, mainstream cognitive behavioral approaches for anxiety problems 
is described below. 


Emotion Regulation Gets People into Trouble 


Emotion theorists generally regard emotion regulation as an adaptive process that 
can go awry under some conditions (Gross, 2002). For instance, one could argue that 
persons suffering from anxiety disorders lack the appropriate emotion regulation skills, 
or tend to apply emotion regulation techniques (e.g., avoidance, escape, suppression, 
inhibition) that are counterproductive. From this perspective, it would make sense to 
teach clients more effective anxiety regulation strategies, or to correct instances where 
counterproductive strategies are being applied (e.g., distraction, avoidance, escape). In 
some sense most cognitive behavioral interventions are designed to correct for deficient 
and inappropriate anxiety regulation strategies. Most often, the correction simply 
involves substituting one emotion regulation strategy for another (e.g., tension with 
relaxation, catastrophic thinking with more realistic thoughts). This, as will be seen, is 
not what an ACT approach is about. 

From an ACT perspective, the very act of emotion regulation can get people into 
trouble. Emotion regulation becomes troubling (psychologically and experientially) 
when it is unworkable or when there is no need for it (i.e., when the situational context 
does not require it). Such strategies, in turn, are often driven by the view that “I ought 
to be thinking and feeling something differently than I am.” This tends to get people 
into trouble because it makes successful emotion regulation a prerequisite for effective 
action. For instance, anxious clients are quite often guided by the view that “To do X 
will require that I think or feel something differently than I am thinking or feeling right 
now.” With anxiety disorders, this form of regulation usually centers on anxious 
thoughts and feelings that are unwanted or undesired, including the situations that 
might occasion them. In the process, many anxious clients spend their whole lives 
focused on the regulation of anxiety and fear, instead of doing what is most important to 
them. It is for this very reason that persons suffering from anxiety disorders have been 
described as suffering from an experience phobia. This is an important predisposition that 
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anxiety sufferers apply to anxiety and fear, and quite often other unpleasant 
psychological and emotional content as well. 

ACT tries to undermine the need for excessive and rigidly inflexible emotion reg- 
ulation. It does so by fostering psychological and experiential flexibility, willingness, 
and openness to all human experience as it is, rather than how clients evaluate their 
experience (both the pleasant and unpleasant). When the full range of emotional expe- 
rience is allowed in for what it is, the very notion that emotions need to be regulated 
becomes nonsensical under most circumstances. This acceptance posture, somewhat 
paradoxically, frees up clients to act and use their hands and feet to regulate how they 
live their lives—what they do—consistent with their values and goals. This is the kind 
of life regulation that ACT is after, even if living that way means bringing along anxious 
thoughts and feelings and other facets of clients’ private world (e.g., their memories, 
behavioral histories, physical sensations) into situations where they make no sense and 
where it might be easier to act effectively if they weren’t there. 


Narrowband Versus Broadband Outcomes 


Cognitive behavioral interventions typically focus on narrowband clinical out- 
comes, most often in the form of symptom reduction and alleviation. Clients typically 
want this too, guided by the view that “In order to live better, I must first think and feel 
better.” Yet, to get there, clients typically must go through quite a bit of pain by con- 
fronting anxiety and fear-evoking cues and situations during in vivo or imaginal expo- 
sure exercises. Interestingly, this is the point at which some anxious clients drop out of 
therapy. In fact, two recent studies completed in our labs showed the positive effects of 
an acceptance context for preventing dropouts. The first study (Karekla, 2004; Karekla 
& Forsyth, 2004) showed significant differences in the pattern of attrition rates 
between CBT and ACT-enhanced CBT for persons suffering from panic disorder. Prior 
to the introduction of the rationales for interoceptive and exteroceptive exposure, none 
of the CBT clients and only three ACT clients dropped out of therapy prematurely. 
However, following the introduction of the exposure rationales, five persons discontin- 
ued therapy in the CBT group whereas only one person discontinued treatment in the 
ACT group. 

The main difference between the exposure rationales was in how they were 
framed (i.e., mastery and control of panic versus mastery of experiencing panic) and for 
what purpose (i.e., controlling panic symptoms versus living more fully and consistently 
with what one values). The results of this study suggest that exposure conducted in the 
service of feeling better is somewhat limiting and not very inspiring. Clients appear to 
recognize this too. All the pain of therapy and for what? The hope of feeling less anx- 
ious? At some level, anxious persons also recognize that feeling less anxious does not 
mean that they will be anxiety free, or that somehow their lives will be better, richer, or 
more meaningful. In the second, related study with highly anxious females (Eifert & 
Heffner, 2003) who experienced paniclike responses in an acceptance or a control 


42 Acceptance and Commitment Therapy for Anxiety 


context, we found that 20 percent of control participants dropped out of the study, 
whereas none of the acceptance participants did. Here, too, by giving up their efforts to 
gain control, people felt they had actually gained control and strength. 

While ACT allows room for symptom alleviation, it is not a main target or the 
therapeutic goal. Rather, the real focus is on what we call broadband outcomes. Such 
outcomes are about helping the client move in life directions that they truly care about. 
For instance, a client may value having deep and meaningful relationships with her 
children, but is letting her anxiety regulation efforts get in the way of that. Within 
ACT, the focus would be about removing barriers to having that kind of relationship 
with her children (e.g., unnecessary emotion regulation strategies). Anxiety reduction 
may occur as a consequence, but it is not an explicit target. As you will see, ACT is very 
much about fostering the development of fully functioning human beings who are able 
to live in a manner consistent with meaningful values and goals. Making and keeping 
value-guided commitments are very important parts of an ACT approach to anxiety 
disorders. Valued living dignifies the treatment and makes the hard work of therapy 
worthwhile. 


Use of CBT Interventions in an ACT Context 


There are several other ways in which CBT and ACT differ in their philosophy 
and approach to the alleviation of human suffering. Many of these differences will 
become apparent as you go through this book. In the process, you will see that we have 
not thrown the baby out with the bathwater. There are several useful CBT interven- 
tions for anxiety sufferers. It would be misguided to dismiss them given the strong evi- 
dence for their efficacy. This applies in particular to all CBT techniques (e.g., exposure, 
response prevention) that aim to help clients do the opposite of what clients think 
ought to be done about their anxiety. The reason is that these techniques let clients 
experience that escape and avoidance are uncalled for and do not serve any functional 
adaptive purpose. One could speculate that this process may underlie the extinction of 
fear over time, as approach behaviors begin to predominate over escape and avoidance 
behaviors. This is why exposure-like techniques are also part of an ACT approach. 

Yet, you will see that the traditional CBT exposure interventions for anxiety have 
a different feel as used throughout this book. Virtually all of them are recast within an 
acceptance and mastery of experiencing framework. We talk very little about symp- 
toms, because anxious thoughts and feelings are not symptoms of anything. They are 
what they are, namely facets of human experience that anxious clients happen to 
respond to much as they would when placing their hands on a hot stove. The approach 
we describe in detail is very much about altering how clients with anxiety respond to 
their emotional and psychological experiences, not the structure or content of those 
experiences. In so doing, we are trying to make room for those experiences, while free- 
ing up psychological and behavioral space for clients to use to get on with the task of liv- 
ing their lives consistently in the direction of their chosen values. 
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Summary of Key Concepts 


In this chapter, we began with an overview of first- and second-generation behavior 
therapies, represented early on with classical conditioning as a model of anxiety disor- 
ders, and later with the notion that anxiety-related suffering has to do with problematic 
cognitive and psychological content. Within a coherent theoretical and philosophical 
framework, ACT illuminates the ways that language entangles clients into futile 
attempts to wage war against their own inner lives. This war, as we have described, is 
fundamentally about the application of unworkable emotion regulation efforts in con- 
texts where such regulation efforts are unnecessary. It is such emotion regulation efforts 
(i.e., control, suppression, avoidance, and escape) that make fear learning, anxiety, and 
related thoughts and physical sensations problematic or disordered. ACT, in turn, is 
very much about loosening the hold that emotion regulation has on the lives of anxiety 
sufferers. It shows how interventions based on metaphor, paradox, and experiential 
exercises can help clients make contact with thoughts, feelings, memories, and physical 
sensations that have been feared and avoided. As a consequence, clients learn to 
recontextualize and accept these private events, develop greater clarity about personal 
values, commit to needed behavior change, and embark on the journey to put those 
commitments into action. 


PART Il 


HOW ACT REFRAMES 
THE ANXIETY 
DIMENSION 


CHAPTER 4 


Controlling Anxiety Is 
the Problem, Not a 
Solution 


Two mice fell into a bucket of cream. Immediately, each began to struggle 
frantically in an effort to get out. Around and around they went, but without 
success. Growing tired, one mouse had had enough. Believing that the situation 
was hopeless, she ceased to struggle and eventually drowned. The other mouse, 
determined to get out of the bucket, kept swimming and swimming against all 
odds. This mouse would not give in to her fate. So, on and on she went, though 
deep down inside she had every reason to believe that she was wasting her time. 
What happened next came as a complete shock to the little mouse. With each 
stroke, the cream began to stiffen, and shortly thereafter turned into butter. The 
mouse then climbed on top of the butter and out of the bucket to safety. 


It may seem that this simple story only has two messages. The first message is that con- 
tinued struggle is generally the way out of life’s hardships. The second message is that 
giving up always leads to death. Here is a third one: Struggle can keep us safe and alive 
when we are responding to real danger and threat. Yet the crucial question to ask is: Can 
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anxiety ever turn into sweet butter so long as one desperately struggles to get out or away 
from it? None of us would choose to be thrown into a situation like the two little mice 
found themselves in. Yet, most of us can probably see a bit of ourselves in how the two 
mice responded to it. Animals prefer controllable aversive events and will act to main- 
tain a sense of control, and to regain it if it’s lost, in the wake of uncontrollable aversive 
events. 

Humans do this too. Under most circumstances, this is a highly adaptive and 
workable strategy. For instance, if we can act to reduce the possibility of real pain and 
suffering, then it makes sense to do so. There is comfort in knowing this and responding 
accordingly. Our direct and indirect experiences with the world tell us as much, and a 
voluminous psychological literature supports the benefits of a control posture in the 
promotion of psychological health and physical well-being (Barlow, 2002; Chorpita & 
Barlow, 1998; Zvolensky, Lejuez, & Eifert, 2000). Life may not always be fair, but we 
can and should do something about it to make things right. 

Managing and overcoming life’s daily challenges often requires hard work, effort, 
and persistence. Success and happiness never come easy, and never come at all for 
those who wait, give in, or do nothing. We have all heard variations of this credo from a 
very young age and are in some sense guided by it. Though there is no guarantee that 
these coping strategies will produce desired outcomes, they are valued and useful pre- 
cisely because they tend to produce desired outcomes more often than not. 

Persons suffering from anxiety disorders are all too familiar with the mantra of 
struggle and control. By the time they enter therapy, most have tried numerous strate- 
gies in the struggle to manage and control their anxiety, unwanted thoughts, worries, 
and physical sensations. Unfortunately, the success of the strategies has typically only 
been limited. Like the mice in the opening story, individuals are stuck in a bucket with 
their anxious thoughts and feelings and are desperately swimming around trying to find 
a way out. They may even feel powerless, hopeless, and alone. It does not occur to them 
that the bucket may be their friend, not their enemy. 

The goal of this chapter is to describe anxiety-control efforts and why they are 
largely unworkable as a means to cope with anxiety. We will also indicate that control 
efforts are related to another “toxic” process, which has to do with not accepting our real- 
ity and an unwillingness to experience what we have, when what we have is aversive to 
us. At first, some of these ideas may sound a bit odd to you. In your clinical work, you have 
been very much involved in your client’s struggle with anxiety, actively trying to help 
them cope. At a more basic level, you may also wonder how control can work so well as a 
strategy to handle the demands and strains of the world, and yet be so ineffective when 
applied to unwanted anxiety-related thoughts and feelings inside the skin. Anxiety is an 
aversive emotional state that brings with it suffering, right? Should it not be controlled? Is 
it not your task to help your client be more successful in their control endeavors? As you 
will see, control efforts have a more insidious side as a solution to anxiety, and can make 
the anxiety and the client’s life worse, not better. Anxiety never turns into sweet butter if 
one is unwilling to have the experience of anxiety. 
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EXAMPLES OF CONTROL EFFORTS 


Control means quite literally to order, limit, instruct, or rule something or someone’s 
actions or behavior. Control is, by definition, purposeful and effortful. It requires an 
investment of time, energy, and resources and deliberate action directed toward some 
outcome or goal. For example, if you no longer like some of your clothes, you can simply 
take those tops, pants, or shoes and throw them away or pass them on to someone who 
may actually like them. Likewise, if you are in a job that you do not like, you can simply 
quit that job, go to a different employer, and work there. If you are fed up with the color 
of the walls in your bedroom, then you can paint the walls red, green, blue, or whatever 
color your heart desires. The common element of these examples is that they all involve 
situations where control is possible because they involve objects and events in the exter- 
nal world (the world outside our skin). We can literally use our hands and feet to manip- 
ulate and physically change those objects and events. These kinds of actions can work 
well in the external world and often have a positive impact on our lives. 


When Does Control Work? 


One of the main psychological purposes of control is to manage our world, our 
behavior within it, and at times the behavior of others. This strategy works so success- 
fully in most spheres of life that it only makes sense to apply it deliberately to manage 
emotional and physical pain, and in some instances, this strategy leads to desirable out- 
comes. For instance, control may be directed to prevent or manage external sources of 
pain while maximizing contact with pleasant activities and outcomes. Thus, we tend to 
avoid situations that may result in physical injury or death, and we act to escape from 
them when and if they occur. 

For example, if we see a previously hidden car approaching us as we cross the road, 
we run for safety. If another person or an animal threatens to attack us, we take evasive, 
defensive, or offensive action to the best of our abilities. As we indicated in previous 
chapters, this type of fear-related behavior is adaptive and works to our advantage. 
Controlling or reducing our fear by responding to an identifiable cause in the external 
world is a workable solution. There is nothing dysfunctional about this form of control. 

Now let us consider the case where control behavior is directed to prevent or min- 
imize internal sources of physical and emotional pain (e.g., illness, unpleasant thoughts, 
feelings). This latter form of control is also quite common, may work, and again can be 
quite functional. For instance, you may take an aspirin for a headache, see a doctor for 
an illness or injury, take time to relax so as to feel more energized, and exercise regularly 
and watch what you eat and drink so as to promote health and feel better about yourself. 
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When Does Control Not Work? 


Problems arise when either of these control strategies is taken to the extreme— 
when control efforts become overly intense and rigid and when they are applied in situ- 
ations where they do not work. An example would be the young woman who becomes 
so fearful of gaining weight that she restricts her eating and exercises for three hours 
every day to control her weight and how she feels about herself. In the case of anxiety 
disorders, problems arise when control efforts are applied in circumstances where they 
simply do not work, either because they do not produce the outcome desired by the cli- 
ent (anxiety reduction), or because the partial relief they offer restricts the person’s life. 

Take the case of Susan. Susan had a full-blown panic attack in her car while mak- 
ing a right-hand turn. To control subsequent panic attacks, she would avoid making 
right-hand turns while driving. Although this tended to reduce Susan’s anxiety some- 
what, she paid a high price for her relative comfort. Even short trips to work or to run 
errands became convoluted, difficult excursions requiring a map, careful planning 
beforehand, and constant vigilance. Spontaneous drives on unfamiliar routes were out 
of the question. It seemed that controlling anxiety—maximizing feeling good while 
minimizing pain and emotional suffering—had become the focus and purpose of 
Susan’s life. Yet, this strategy left her neither panic free nor feeling good. Far from it. 
Susan’s life was lived in the service of controlling panic, and it became more restricted 
as a consequence. A related example is the man with a history of panic attacks who 
quits his job and stays at home for fear of having more panic attacks if he leaves the 
house. In these and other examples, control efforts are typically life constricting, not life 
expanding. 

As in Susan’s case, control efforts often end up becoming a way of life for persons 
suffering from anxiety disorders. Anxiety is, in many respects, an unpleasant emotional 
state. So it is understandable when people simply say, “Anxiety is bad” or “I don’t like 
anxiety.” Most people without anxiety disorders do not like experiencing anxiety. Yet, 
not liking anxiety does not make it a problem. If this were true, then many of us would 
likely suffer from anxiety disorders. 

Instead, anxiety becomes problematic when an individual experiences anxiety in 
the absence of real threat or danger and acts “as if” anxiety is a cause of suffering and 
misery. Statements like “I cannot do ABC or go to XYZ because I have anxiety” imply 
that “If I did not have anxiety, I would be able to do ABC or go to XYZ.” From this pos- 
ture, anxiety needs to be managed and controlled like other external sources of pain 
and misery in order for a person to be happy and healthy and to have a good quality of 
life. Yet, there is good reason to believe that control over anxiety is not particularly 
workable as a solution and may actually be part of the problem. Although your clients 
can probably sense that control is not working as a solution to their anxiety, they may 
not yet see how it has become problematic. 
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WHY ANXIETY CONTROL IS PROBLEMATIC 


Control efforts are intimately fused with our evaluations of the world. We make an 
effort to have more of what we like. What we dislike, we often try to avoid or escape 
from. This strategy works to the extent that the good and unpleasant in life are, in fact, 
within our control. 


Emotional Control Is Often Illusory 


One of the greatest illusions about control is that we have it most of the time. Yet, 
many life experiences, both pleasant and unpleasant, happen outside our control. A 
simple example is the weather. A bitter cold wind blowing at our face can cause some 
discomfort. A natural reaction in this case might be to turn our backs to the wind. This 
act may provide some relief, but it will not stop the wind or the cold. Cursing the cold 
wind will likely not do much good either. We would like to think that the situation is 
different when it comes to controlling our own emotional reactions and thoughts, and 
the behavior of others. Yet, control in such circumstances is typically, at best, only 
partial. 

Consider a somewhat humorous example of John’s younger brother Kevin. As a 
child, Kevin loved having spaghetti and meatballs for dinner. It was his favorite meal 
and he would request it often. This all changed shortly following Kevin’s fifth birthday. 
During the summer of that year, Kevin had been playing outside in the dirt with some 
friends. One of the kids found a worm and then tossed it in the air. The worm happened 
to land on Kevin’s shirt collar and then slipped inside his shirt and down his back. Kevin 
screamed and cried to have the worm removed. A few days following this event, Kevin 
once again sat down to a spaghetti dinner with his family. Remember, this was his favor- 
ite meal! Before they started eating, one of Kevin’s older brothers jokingly said, “Hey, 
the spaghetti noodles look like worms.” From that point on, Kevin would not eat spa- 
ghetti or noodles in any form. He had made an arbitrary association (spaghetti = worms 
= disgust/aversion). This association, in turn, was established by a sequence of events 
that occurred outside of Kevin’s control. This example illustrates the subtle forms of 
conditioning that we all experience on a daily basis as well as the great illusion of con- 
trol, namely that we should always act to have and maintain control when it comes to 
unpleasant thoughts and feelings. One of the main psychological challenges for all of us, 
and particularly persons with anxiety disorders, is to learn that this need not be so and is 
indeed a myth. 


We Cannot Turn Emotions On and Off 


Human emotions are a good example of events that cannot be readily controlled, 
either by turning them on or by turning them off. Emotions have no on/off switch. 
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Emotions happen to us as a consequence of our interactions with the world. They are 
not something we deliberately do apart from that world. To illustrate, try making your- 
self extremely happy. Go ahead and try it now. If you were successful, then you likely 
induced the state as a response to something else (e.g., a memory of a pleasant past 
experience or by thinking about something you like or an event you are looking forward 
to). Yet, this is not what we were asking of you. We want you to feel exuberant for the 
sake of it, not as a response to something that may help make you feel that way. Now, try 
to do the same by making yourself feel really anxious or afraid. We want you to try really 
hard. Again, the point is that controlling our emotions is extremely difficult. This is 
actually a useful exercise to do with clients, and we will come back to it later. 
Persons suffering from anxiety disorders often come to therapy believing anxiety 
should be controlled in the same way that many other aspects of human experience can 
be controlled. Implicit in this is the notion that anxiety is bad. And, like other bad 
things in life, one should act to not have it, or to diminish the probability of having it, 
because we simply must not and cannot have it. Ellis (2004) has written extensively 
about this human tendency that we all share to some degree and how it can get us into 
trouble (Ellis & Robb, 1994). So we should not fault persons suffering from anxiety dis- 
orders for doing what appears to come naturally for many, if not all of us. Westernized 
notions of personal happiness and success are intimately bound up with feeling good, 
not bad. Thus, being able to control unpleasant thoughts and feelings would seem like a 
sensible strategy in order to be happy and successful. This assumption, as we described 
in an earlier chapter, is at the core of many empirically supported psychosocial interven- 
tions for anxiety disorders. It is also part of the “dark side” of emotional control. 


The Dark Side of Emotional Control 


Our reference to the dark side of emotional control is based on an increasing 
amount of solid research evidence. Several independent lines of research suggest that 
attempts to suppress and control unwanted thoughts and feelings can result in more 
(not fewer) unwanted thoughts and emotions (Clark, Ball, & Pape, 1991; Gold & 
Wegner, 1995; Lavy & Van den Hout, 1990; Wegner, Schneider, Carter, & White, 
1987; Wegner, Schneider, Knutson, & McMahon, 1991; see also Purdon, 1999, for a 
recent review). This is possible because the human body is a closed system with a series 
of built-in feedback loops. Within this system, therefore, trying not to have anxious 
thoughts and feelings will contain aspects of the unwanted event and other events to 
which it might be related. Thus, reacting to our own reactions can actually amplify 
those reactions in a vicious self-perpetuating cycle. 

For example, a person suffering from obsessive-compulsive disorder may try not to 
think about shouting out profanities during a church service. Yet, trying not to think 
about yelling profanities is itself a thought about profanities. Here the very act of sup- 
pressing the thought may bring about the very unwanted thought and emotional expe- 
rience exactly when it is most unwanted, such as during a church service. Kevin tried 
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this too. He tried to suppress the thought of worms so that he could eat spaghetti. Yet, it 
only made things worse. This is quite like the activity of trying not to think about a pink 
elephant. It is hard to do because not thinking about a pink elephant is itself a thought 
of a pink elephant. 


Controlling Emotional Experience Versus Behavior 


We do not wish to imply that all emotional regulation is problematic. In fact, in 
many cases it is the failure of emotional regulation that is a problem. It is important, 
however, that we clearly distinguish between regulating the experience of emotions and 
regulating the actions that are associated with that experience. For instance, anger and 
rage are examples where emotional regulation is highly desirable because uninhibited 
outbursts of verbal and other anger and rage-related behavior can be very destructive. 
Even in such cases, however, the initial experience of anger feelings cannot be con- 
trolled. The emotional experience of anger, just like fear, may show up in a fraction of a 
second. What can be controlled is how individuals respond to their felt anger. For 
example, individuals can learn to choose whether they respond with attack, avoidance, 
or compassionate understanding when anger shows up. The first step in this process is 
to notice anger and accept its presence. The next step involves making a choice about 
how one responds to it. 

The point here is that emotional experience can be inhibited and controlled only to 
a point. Attempts to do so often do not work and may actually make matters worse. 
Gross and Levenson (1997), for example, found that attempts to suppress either a posi- 
tive or a negative emotion do not provide relief from the psychological experience of 
that emotion. In fact, just the opposite occurs. The emotion becomes stronger and more 
salient. We are much better at controlling what we do with our hands and feet in 
response to unwanted emotional experiences than we are at controlling the emotional 
experiences themselves. Paradoxically, the first step toward healthy emotional regula- 
tion is letting go of our attempts to control unwanted emotional experience and 
accepting what we have for what it is; that is, to acknowledge the presence of fear, anxi- 
ety, worry, sadness, and anger. This stance puts us in a much better position to exert 
control where we do have it—how we respond to our ecmotions. 


The Effects of Control Versus Acceptance 


In our own research lab, we have seen firsthand the problem of trying to control 
uncontrollable emotional experiences (Eifert & Heffner, 2003). In this study, we com- 
pared the effects of creating an acceptance versus a control treatment context on avoid- 
ance behavior and reported fear in women scoring high in anxiety sensitivity. All 
women were asked to breathe carbon dioxide—enriched air for two ten-minute periods. 
This challenge procedure reliably produces involuntary and largely uncontrollable 
physiological sensations that are similar to those experienced by people during panic 
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attacks. Thus, participants really had no control over their reactions to the challenge. 
Through the use of an interactive metaphor, we taught women in the acceptance con- 
text not to fight their symptoms and to accept them instead. Women in the control con- 
text were taught a special breathing skill and were encouraged to use the breathing skill 
to control their paniclike symptoms. 

Nearly half of the participants instructed to conquer their fear worried that they 
would lose control. Interestingly, quite a few of them (20 percent) actually did lose con- 
trol—they dropped out of the study altogether. In contrast, acceptance-context partici- 
pants were less avoidant behaviorally. They also reported less intense fear and fewer 
catastrophic thoughts during the panicogenic carbon dioxide (CO,) inhalations. In short, 
participants who accepted the annoying (but harmless) panic sensations without trying to 
fight them did not worry about losing control. None of them dropped out of the study. 
Paradoxically, by giving up their efforts to gain control, they actually had more control! 

Our results were replicated in a study examining the effects of accepting versus 
suppressing the effects of a panicogenic CO, challenge in clients with panic disorder 
(Levitt, et al., 2004). Clients in that study were simply instructed to either accept or 
suppress their responses to the CO, challenge. This study found an almost identical pat- 
tern of results as we did. The acceptance group was significantly less anxious and less 
avoidant than the suppression or no-instruction control groups. Yet, the groups did not 
differ in terms of self-reported panic symptoms or physiological responses. It is impor- 
tant to reiterate that people in these studies, just like people with panic attacks in natu- 
ral life, had no choice about having or not having the physical sensations. People 
cannot learn or choose not to have the sensations. What they can learn and control is 
what to do when they have them. That is, people can accept and be with their psycho- 
logical and emotional experiences, or they can fight them. 

There are also multiple clinical studies suggesting that client attempts to control 
anxiety may have paradoxical negative effects (Ascher, 1989). For example, Wegner 
(1994) found that attempts to control anxiety in the face of ongoing stress exacerbate 
physiological arousal. Increased tension during relaxation training was also reported in 
a study by Heide and Borkovec (1983). Likewise, studies suggest that adding slow dia- 
phragmatic breathing (“breathing retraining”) might not increase the effectiveness of 
interoceptive exposure treatment for panic disorder (Craske, Rowe, Lewin, & 
Noriega- Dimitri, 1997). In fact, breathing retraining even led to poorer outcomes com- 
pared to treatment without such training (Schmidt et al., 2000). 

In amore general way, active coping efforts that attempt to minimize the experience 
of anxiety may, paradoxically and unintentionally, maintain pathological anxiety and 
increase the anxiogenic effects of interoceptive stimulation (Craske, Street, & Barlow, 
1989). For instance, Spira, Zvolensky, Eifert, and Feldner (2004) found that avoidant 
coping strategies such as denial, mental disengagement, and substance abuse predicted 
more frequent and intense CO,-induced physical and cognitive panic symptoms than 
acceptance-based coping strategies. These findings are consistent with earlier studies 
showing that attempts to avoid aversive private events are largely ineffective and may be 
counterproductive (Cioffi & Holloway, 1993; Pennebaker & Beall, 1986). 
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Collectively, these studies suggest that hiding, actively suppressing, escaping 
from, or avoiding negative thoughts and emotions are all unlikely to help one feel better 
in the long term. In fact, purposefully trying to control feeling anxious may, in turn, 
increase the very anxiety one wants to control (Gross & Levenson, 1997), while also 
increasing the probability that unwanted emotional responses will recur again, often in 
more severe form, in the future (Cox, Swinson, Norton, & Kuch, 1991; Hayes, 2004a; 
Hayes et al., 1996). Worse yet, anxiety suppression and control efforts also act to 
decrease positive emotional experiences (Gross, 2002). The result is more anxiety, not 
less, which will likely be followed by more effort to control the anxiety, in a 
self-perpetuating cycle. 


EXPERIENTIAL AVOIDANCE AND CONTROL 


The lack of control over life stress, whether real or imagined, is thought to function as a 
core diathesis and risk factor for anxiety disorders (Barlow, 2002). If one starts from this 
perspective, then it makes perfect sense to teach clients new ways to manage and con- 
trol anxiety and the circumstances that give rise to this feeling. In one form or another, 
most contemporary cognitive behavioral treatments for anxiety disorders attempt to do 
just that. In effect, such treatments are playing into the struggle and control agenda that 
is familiar to all of us, and particularly to individuals who have been suffering from anxi- 
ety disorders. 


Nonacceptance and Rigid Control Efforts Make 
Anxiety Disordered 


Let us suppose that control itself is not the issue and that control is merely one of 
several manifestations of a more basic and toxic underlying diathesis (i.e., a predisposi- 
tion or vulnerability). We will describe that diathesis in a moment, but for now consider 
a person who is fully willing to experience a full range of human emotions, even intense 
anxiety and fear, without acting to control them. Those feelings and associated 
thoughts are welcomed and experienced just as they are, and are acknowledged as such. 
This person neither acts to reduce, avoid, or escape from them, nor does she let them 
get in the way of important and meaningful life activities. At first glance, one might 
think such a person is the exception, not the rule. 

Yet even in Westernized societies where the culture of feel-goodism is the rule, 
there are many people who do not let anxiety rule their lives—trecall the data presented 
in chapter 2 on the number of people with panic attacks who never develop panic disor- 
der or the majority of people who experience trauma but never develop PTSD. There is 
nothing disordered about people feeling anxiety and the accompanying physical sensa- 
tions. There is nothing harmful or disordered about anxious or “negative” thoughts. 
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They are what they are, thoughts and feelings, nothing more or less; they do not harm or 
kill; they are, in a very real sense, what makes us fully human. 

Now consider anxiety in the context of someone who does not accept it and is 
unwilling to have it. Anxiety in this context is not just a feeling, it is a bad, even danger- 
ous, feeling and necessitates a response. Now, anxiety is no longer just anxiety. It is a 
problem that cannot be had and must go away. Thoughts are no longer thoughts, they 
are bad thoughts. Anything associated with anxiety or the likelihood of experiencing 
anxiety is now a problem. Anxiety is now likely to be responded to with anxiety, and 
fear with fear. What follows are efforts to manage anxiety and the circumstances that 
give rise to it. As we have seen, such efforts are unlikely to be successful in the long 
term. Instead, these apparent “solutions” create a host of life problems. 

Linehan (1993) succinctly defined suffering as pain plus nonacceptance. In other 
words, what turns adversity and emotional pain into suffering is the nonacceptance of 
such pain. Sadness after a loss is pain. Fear, humiliation, and shame after experiencing 
repeated sexual assaults is emotional pain. Life unfortunately serves up these events, 
and it is normal and appropriate when we respond to such events with sadness and fear 
and make efforts to remedy the situation. Pain turns into suffering when we do not 
accept our emotional reactions to painful events. When we do not accept our feelings of 
apprehension and instead struggle to get rid of them, the pain of normal anxiety may 
turn into the suffering associated with disordered anxiety. Such suffering occurs when 
we don’t want to be hurt or fearful. Suffering manifests when we do not acknowledge 
and accept the reality of such experiences and instead act to avoid or escape from them. 
This leads us to become fearful about having fear and to experience sadness about being 
sad, and we start doing things to avoid our feelings. 


Types of Control-Oriented Strategies 


The following chart gives examples of control-oriented strategies that usually do 
not work in the long run. Such strategies are a natural consequence of unwillingness, 
and make little sense as a response to anxiety and fear in the context of willingness. 
They represent forms of experiential avoidance that may turn normal fear and anxiety 
into disordered fear and anxiety. We’ve included technical and nontechnical 
definitions for each strategy. 


Con 
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Strategy Definitions Examples 
Avoidance Nontechnical People, Places, Situations, Activities 
e Not doing things that e Avoiding situations or events where 
cause you to experience anxiety is likely to occur and escape may be 
uncomfortable anxious difficult (e.g., social events, intimacy, 
thoughts or feelings crowds, standing in line, doctor’s office, 
: riving, flying, taking a train 
Technical driving, flying, taking a train) 
e Any response that e Being hypervigilant for signs of danger 
prevents or postpones e Creating order, cleanliness, symmetry 
the onset of, or contact |e Only spending time in “safe” places (e.g., 
with, an aversive event home) where anxiety is less likely to be 
experienced 
e Exercising and physical exertion 
e Oversleeping and/or overeating 
e Taking medications (e.g., anxiolytics, 
antidepressants) 
e Excessive drinking, drug use 
Thoughts and Emotions 
e Distraction (e.g., thinking pleasant 
thoughts, developing a workaholic lifestyle) 
e Past experiences and memories 
Escape Nontechnical 


e Getting away from 
anything that is causing 
you to experience 
uncomfortable thoughts 
or feelings 


Technical 
e Any response that 
terminates an aversive 
event after it has begun 


People, Places, Situations, Activities 
e Leaving any situation (e.g., mall, work) 
during a state of acute anxiety or panic 
e Excessive orderliness and rule following to 
feel better and to make things “right” 
e Using alcohol, drugs, medications to get 
away from emotional pain 


e Assuming the sick role 


Thoughts and Emotions 
e Using suppression to try to stop unwanted 
thoughts or emotions (e.g., “Don’t think 
about traumatic event”; “Don’t feel 
anxious”) 


e Distraction 


e Daydreaming and/or detaching from the 
self and the world to get away from anxious 
thoughts and feelings 
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EXPERIENTIAL AVOIDANCE AND THE 
ANXIETY DISORDERS 


Anxiety disorders are characterized by experiential avoidance, which is defined as a ten- 
dency to engage in behaviors to alter the frequency, duration, or form of unwanted pri- 
vate events (ie., thoughts, feelings, physical sensations, and memories) and the 
situations that occasion them (Hayes, 1994; Hayes et al., 1996). Unlike acceptance, 
experiential avoidance reflects a cutting off from human experience (both good and 
bad) and a commitment to follow a change agenda where it is not workable; namely in 
the realm of thoughts and emotions (Hayes, 2004a; Hayes et al., 1994). 


Examples of Experiential Avoidance in the 
Anxiety Disorders 


The lives of those suffering from anxiety disorders are replete with examples of 
experiential avoidance or nonacceptance. This common element may take different 
forms, but its function is the same across disorders, namely to not have anxiety. Clients 
with post-traumatic stress disorder, for example, often avoid or escape from physical 
sensations, reminders of the trauma, memories, and the effects of those events (i.e., 
flashbacks, dissociation, numbing, increased arousal, tension, disrupted interpersonal 
and occupational functioning), in an attempt not to have or experience them. Simi- 
larly, persons with specific phobias often “rationally” acknowledge that they should not 
be afraid and yet still avoid any verbal, physical, or other reminders of the phobic stimu- 
lus because they “must not” experience the fear that would be elicited by such stimuli. 

Persons with panic disorder likewise respond to their own intense and benign symp- 
toms of arousal (e.g., heart sensations, sweatiness) by fighting and resisting them as if they 
were threatening or dangerous and must not be had under any circumstances. Such indi- 
viduals are quite literally fearful of experiencing their own fear. As a consequence, they 
often do everything they can to not experience fear by engaging in agoraphobic avoidance 
or by using anxiolytics and other drugs. Persons suffering from social phobias and general- 
ized anxiety disorder also are unwilling to experience what are otherwise normal physical 
and emotional reactions. Concerns about social evaluation and failure or worries about 
everyday life problems, even when they are intense and exaggerated, are normal. They are 
normal so long as we allow them to be there and continue to do what needs to be done in 
our lives. Problems arise when we do not accept negative affect associated with those con- 
cerns and worries as they are, and instead act to avoid them. The same is true of persons 
struggling with obsessive-compulsive disorder, where the issue shifts to unwanted 
thoughts and needless rituals. As indicated in chapter 2, most people with OCD realize 
that their rituals are excessive and unreasonable. Yet they continue to engage in behavior 
that is designed to control or reduce their unwanted thoughts because they want to 
reduce the negative affect associated with them. 
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Thus, all the anxiety disorders have at least one fundamental thread in common; 
namely, persons do not like how they think and feel. As a result, they engage in behav- 
iors to reduce, control, or avoid their anxious thoughts and feelings. The paradox, how- 
ever, is that persons can never truly escape from or avoid their bodies or their 
psychological experiences. For instance, a man who panics in a mall and escapes outside 
takes his unwanted thoughts and emotional experiences outside with him. A woman 
with PTSD who experiences flashbacks seeing a man in the street who faintly resembles 
her abuser, and then turns around and runs to her car, takes her unwanted images and 
emotional experiences into the car with her. 


Costs Associated with Experiential Avoidance 


Experiential avoidance is a potentially self-destructive process that is associated 
with significant costs, the least functional and most significant of which is the taking of 
one’s own life. Suicide is the deliberate and purposeful act of terminating one’s life to 
escape pain and suffering. There is no good evidence that nonhuman species commit 
suicide (Hayes, Strosahl, & Wilson, 1999) nor any evidence that relief from pain fol- 
lows suicide. Most major religions teach as much. Suicide will be met with eternal suf- 
fering in the afterlife, not bliss. There is no perspective taking, no relief, even for those 
who do not hold any religious beliefs. You are alive, and then you are dead. 

There is ample evidence that humans, unlike nonhuman animals, will take their 
own lives to end pain and suffering, with suicide ranking as the eleventh leading cause 
of death in the United States (Centers for Disease Control, 2002). Though suicide rates 
in the anxiety disorders have been inconsistent across studies, a recent meta-analysis 
suggests that the risk may be greater than previously thought (Khan, Leventhal, Khan, 
& Brown, 2002). In fact, the rate appears to be over ten times greater in patients with 
anxiety disorders, regardless of the type of anxiety disorder, than age-adjusted rates 
found in the general population, which are .01 percent (= 1 in every 10,000 persons; 
Centers for Disease Control, 2002). These data point to the need to evaluate suicide 
risk in anxiety disorder patients. That risk, from an ACT perspective, increases as a per- 
son more rigidly and pervasively engages in experiential avoidance behavior. 

Most anxious persons will not resort to suicide to end their struggle with anxiety 
and fear. Instead, they will live in the world and not fully participate in it. Avoidance 
and escape behavior gives the impression to an outsider that persons with anxiety disor- 
ders wish they were not fully part of the world. Yet this is typically not the case. Clients 
with anxiety disorders do want to go out and live a full, meaningful life. It is just that 
they are not willing to take their anxiety along with them on this path. 

To illustrate, we saw a woman in our clinic who had been struggling unsuccess- 
fully to control her worry and physical tension. Initially she viewed her worry, physical 
tension, and nervousness as the main problem in her life and the reason why she could 
not be happy and do the things she previously enjoyed doing. She was, however, an avid 
baker. Over the course of therapy, the therapist used the client’s baking activities to 
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undermine her struggle to control and avoid by directly challenging this agenda in 
session. 


Therapist: You said that you love to bake and that you are quite good at it. 
Client: Oh yes, I’m quite a good baker. 


Therapist: You also said that your worry and tension have been getting in the way of 
several meaningful activities in your life. 


Client: Yes ... It has been brutal ... I wish I could get rid of it and move on with 
my life. 


Therapist: | From the sounds of it, I bet that your worry and anxiety must keep you 
from baking too. Also, I’d bet, given what you’ve said, that if I made you 
really anxious and worried you couldn’t bake a thing. 


Client: Like hell! Nothing can keep me from baking when I want to. 


Therapist: | Isee...So you can bake and think what you think and feel what you feel. Yet, 
somehow you can’t do other things because of how you think and feel. Is 
that true? 


Client: Well ... uh ... not really. 


From this point on in therapy, our client began to see her former solutions to her 
problems as problems in themselves, and eventually committed herself to doing the 
things she wanted to do and taking whatever thoughts and feelings she had along with 
her. A variety of experiential exercises, such as in vivo and imaginal exposure, were 
included to facilitate this process. Such exercises were used to help our client more fully 
experience her thoughts and feelings for what they are. In so doing, such exercises also 
likely had the indirect effect of changing the aversive functions of such events and, 
more importantly perhaps, her responses to them. As she told us during a six-month fol- 
low-up visit, “I used to cross bridges before I got to them. Now I don’t cross those bridges 
until there is a real bridge to cross. Then, I just deal with it and move on.” 

The life problems that persons with anxiety disorders experience are, in one form 
or another, a direct consequence of the tendency for humans to suppress and avoid suf- 
fering. As indicated in the previous chapter, evaluative thinking and destructive lan- 
guage conventions largely fuel this tendency. Perhaps, humans do have an innate 
tendency to believe that we absolutely must not have discomfort, as Albert Ellis (2004) 
so vehemently states. In any case, avoidant-style coping is associated with a range of 
negative outcomes, including weakened immune system functioning, illness, and 
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impairment in interpersonal, social, and occupational domains, overall poorer quality 
of life (Gross, 2002; Hayes et al., 1996; Pennebaker & Beale, 1986), and even greater 
mortality risk (Denollet et al., 1996). Impairments in social, interpersonal, and occupa- 
tional functioning are manifestations of this struggle and control agenda and often the 
main reasons why persons with anxiety problems seek professional help. For example, a 
socially anxious person may avoid social interactions as a means to decrease anxiety. 
Typically, this strategy will result in temporary relief from anxiety, but it also comes with 
a more delayed cost of long-term social isolation (Leary, 1986). Experiential avoidance 
is a life-constricting type of behavior precisely because humans cannot avoid their psy- 
chological experience of the world. Our emotions and thoughts do not force us to 
behave in certain ways, they only make it more likely that we will do so (Gross, 2002). It 
is what we do with them that counts! 


Unwillingness to Struggle 


Below is a very simple metaphor that illustrates the negative consequences that 
follow from being cut off from the experience of pain and struggle. Your clients may see 
a bit of themselves in this story, particularly in how they may rely on others to help them 
control their experience of anxiety and fear. Here, however, the issue is not about fight- 
ing back, but rather about allowing struggle to occur as a normal process underlying 
health and wellness. 


= The Moth Metaphor 


A man found a cocoon of an emperor moth. He took it home so that he 
could watch the moth come out of the cocoon. 

On the day a small opening appeared, he sat and watched the moth for 
several hours as the moth struggled to force its body through that little hole. 
Then it seemed to stop making any progress. It appeared as if it had gotten as 
far as it could and it could go no farther. It just seemed to be stuck. 

Then the man, in his kindness, decided to help the moth. So he took a 
pair of scissors and snipped off the remaining bit of the cocoon. The moth 
then emerged easily, but it had a swollen body and small shriveled wings. 
The man continued to watch the moth because he expected that, at any 
moment, the wings would enlarge and expand to be able to support the body, 
which would contract in time. Neither happened! In fact, the little moth 
spent the rest of its life crawling around with a swollen body and shriveled 
wings. It never was able to fly. 

What the man in his kindness and haste did not understand was that 
the restricting cocoon and the struggle required for the moth to get through 
the tiny opening was the way of forcing fluid from the body of the moth into 
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its wings so that it would be ready for flight once it achieved its freedom from 
the cocoon. Freedom and flight would only come after the struggle. By 
depriving the moth of struggle, he deprived the moth of health. 


Experiential Avoidance Differs from Our Typical 
View of Avoidance 


Experiential avoidance is thought to function as a core psychological diathesis—a 
way of relating with oneself and the world—underlying the development and mainte- 
nance of several forms of psychopathology and human suffering more generally 
(Blackledge & Hayes, 2001; Hayes et al., 1996; Hayes & Wilson, 1994). It is a process 
related to how we go about influencing the emotions we have, when we have them, and 
how we experience and express them. As such, experiential avoidance is best described 
as one of several emotion regulation strategies (see Gross, 2002). As we describe below, 
experiential avoidance helps make the normal emotion of anxiety disordered and func- 
tions to maintain disordered experiences of anxiety and fear. That is, avoidance is both 
a risk factor for the development of anxiety disorders as well as a consequence of having 
anxiety disorders. 


Avoidance as a Consequence 
of Anxiety Disorders 


Most of us tend to think of avoidance as a response-focused emotion regulation 
strategy (Gross, 1998, 2002) that develops as a consequence of having an anxiety disor- 
der. As such, avoidance serves to maintain anxiety-related problems by preventing 
opportunities for corrective emotional learning that would come about via direct expe- 
rience (Dollard & Miller, 1950; Eysenck, 1987; Mower, 1939, 1960; Rachman, 1976; 
Solomon & Wynne, 1954). For instance, almost all persons suffering from anxiety dis- 
orders engage in activities designed to avoid, escape from, or limit the probability, 
intensity, and duration of experiencing anxiety and the contexts that occasion it 
(Barlow, 2002). As escape and avoidance behaviors tend to reduce anxiety (at least 
temporarily), they are thought to maintain and exacerbate anxiety-related problems via 
the process of negative reinforcement, thus setting up a vicious self-perpetuating cycle 
(Bouton et al., 2001). This is why exposure techniques are at the core of all cognitive 
behavioral therapies of anxiety disorders. Such techniques are designed to counteract 
covert and overt forms of avoidance and escape behavior by promoting approach 
behaviors in a structured way. The general goal is to provide a context for corrective 
emotional learning (Forsyth & Eifert, 1998a). 
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Avoidance as a Diathesis for Anxiety to 
Become Disordered 


Within the traditional cognitive behavioral account, avoidance follows from anx- 
iety disorders. As we indicated in chapter 3, negative reinforcement maintains this 
cycle, in part, because it reduces the probability of experiencing aversive feelings and 
seemingly provides relief from such feelings following escape from situations that evoke 
them. This account makes sense if one starts from the perspective that too much anxi- 
ety, fear, and the like are problematic and need to be reduced. Now consider the possi- 
bility that a tendency toward experiential avoidance may be learned and may itself be 
problematic. Consider also that this tendency may function as a psychological diathesis 
that binds with anxious thoughts and feelings to send human beings down the road to 
an anxiety disorder. 

The question, then, is why do we avoid feelings and thoughts as if they are the 
enemy? The learning of such avoidance starts very early, is pervasive, and is fundamen- 
tally built into the very nature of human language and cognition. In Westernized societ- 
ies, the typical and acceptable response to unpleasant thoughts and feelings is often to 
change or get rid of them (Blackledge & Hayes, 2001). Our culture (parents, schools, 
the media) teaches that some thoughts and feelings (happiness, pride) are good and 
that other thoughts and feelings (anxiety, sadness) are bad and should be eliminated or 
at least minimized. From the time we are little children, we are taught that we can and 
should control what we think and how we feel, particularly those negative thoughts and 
feelings. For instance, the little boy who cries on the playground is told, “Pull yourself 
together; don’t be a baby.” Just think of how many times you have heard parents or 
teachers saying things like, “Don’t worry, there’s no reason to be afraid,” or “Stop cry- 
ing, or IIl really give you something to cry about.” The crying child now learns to be a 
mute child, and to hide emotional pain. What we are left with is a silent child who may 
be suffering inside. Through these and other experiences, children and adults quickly 
learn to regulate the experience and expression of their emotions in the eyes of others. 
Emotion regulation tendencies do not emerge in the absence of other people. The sky, 
the earth and the objects and animals that inhabit it have no stake in what humans 
think and feel at any moment—only humans do. 

From an ACT perspective, social learning creates a context where forms of experi- 
ential avoidance and nonacceptance can thrive (Hayes, Strosahl, & Wilson, 1999). 
Here, the stakes are quite high. Emotional regulation is used as evidence of maturity, 
emotional stability, health and wellness, success, fulfillment, and happiness. We typi- 
cally do not question what life might be like if unpleasant emotions and thoughts were 
treated simply as events to be experienced as part of being fully human, and not as 
“things” to be managed and controlled (cf. Blackledge & Hayes, 2001). We do not 
question the cultural mandate that equates failures of emotional regulation with suffer- 
ing and misery. We leave unchallenged the generally accepted cultural view that con- 
nects “positive” thoughts and feelings with an ability to engage life to its fullest. In this 
cultural context, anxious thoughts and feelings become obstacles to living and the 
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achievement of valued goals. They are reasonable justifications for inaction and are 
quite often fused with our sense of self-worth (e.g., “I’m not good enough,” “Something 
is wrong with me,” “I’m an anxious person,” “I am broken”). Thus, the feelings and 
thoughts must be managed and controlled, even if that control comes at significant cost 
to the individual. 

Emotional avoidance is a natural outcome of this process and represents a predis- 
position that people use to cope with anxious thoughts and feelings, some more so than 
others. As we describe in later chapters, this is the general system or diathesis that an 
ACT approach seeks to undermine. The strategies used to “not have” anxious thoughts 
and feelings are the problems. This, by the way, may include use of medications and 
psychosocial treatments for anxiety (including some of the skills taught in cognitive 
behavioral treatments) that aim to help clients reduce or eliminate unwanted anxiety 
and fear. Such treatments, from an ACT perspective, are part of a larger problem- 
solving control-oriented strategy that does not work as a long-term solution (Hayes et 
al., 1996). Remember, it is what we do with anxiety and fear that counts! 


Anxiety Disorders Are Experiential 
Avoidance Disorders 


From an ACT perspective, anxiety becomes disordered when persons: 


= do not accept the reality that they will experience certain emotions, 
thoughts, memories, or physical sensations they do not like; 


™ are unwilling to be in contact with such emotions, thoughts, memories, 
physical sensations, and behaviors as they are; 


m take deliberate steps to alter their form and frequency or the circum- 
stances that occasion those experiences; and 


=m do so rigidly and inflexibly even at significant personal and interper- 
sonal cost (cf. Forsyth, 2000; Forsyth & Eifert, 1996, 1998a; Friman et 
al., 1998; Hayes et al., 1996). 


These four behavioral predispositions, and the verbal-cognitive processes that 
guide their regulation, are at the core of understanding the development and mainte- 
nance of anxiety disorders and figure prominently in the ACT approach to treatment. 
Anxiety becomes problematic when we do not accept its presence, when we are unwill- 
ing to have it, when actions are geared toward not having it, and when such actions dis- 
rupt or impede movement toward valued goals (Blackledge & Hayes, 2001; Wilson & 
Murrell, 2004). This sequence is illustrated somewhat humorously in figure 2. It nicely 
captures the ACT model of psychopathology and the essence of an ACT approach. 
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Figure 2. “Emotional avoidance detour” was illustrated and conceptualized by Joseph Ciarrochi and 
David Mercer, University of Wollongong, NSW, Australia. Reprinted with permission of the authors. 


The road to the mountains depicts going in the direction of what is important in 
life for the client. You can actually show clients this picture when you talk about the 
effects and costs of experiential avoidance: “Imagine you are driving through life on a 
long winding road toward a mountain. Let’s call this mountain your ‘Value Mountain.’ 
It represents everything you care about in your life and what you want to be about as a 
person. This is the place you want to go. Suddenly anxiety jumps out and blocks the 
road. You slow down, and try to avoid hitting anxiety. So, you quickly turn right, and 
find yourself on the ‘emotional avoidance’ detour. Note how experiential avoidance 
functions here. You are trapped in a loop, going round and round, and getting nowhere. 
You are sidetracked, stuck, and miserable as a consequence.” 

This loop is disruptive precisely because it neither works as a solution to anxiety 
(e.g., it doesn’t make it more bearable, go away, or less likely to recur) nor is it a way 
most persons would choose to live. As we outline in later chapters, ACT attempts to 
undermine this struggle and change agenda by breaking the cycle of avoidance and con- 
trol. All ACT strategies promote greater psychological flexibility, that is, a willingness 
to participate in life fully and a commitment to go in the direction of personal values. 
Note that controlling, getting rid of, and replacing anxious thoughts and feelings play 
no part within the ACT model of treatment. Clients can take them, along with other 
thoughts and feelings, on their ride through life. 
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Evidence Supporting Experiential Avoidance as a 
Toxic Diathesis 


To show that emotional avoidance functions as a behavioral diathesis and risk 
factor for anxiety-related pathology, it is important to demonstrate that this predisposi- 
tion functions to exacerbate aversive emotional responses in individuals with no known 
history of psychopathology. Consistent with this view, we have shown that greater pre- 
dispositions toward emotional avoidance (as assessed using the Acceptance and Action 
Questionnaire; Hayes, Strosahl, et al., 2004), including the deliberate application of 
instructed emotion regulation strategies (i.e., emotion suppression), result in more 
acute emotional distress, but not greater autonomic reactivity (Feldner, Zvolensky, 
Eifert, & Spira, 2003). This study is important, for it is the first to show that emotional 
avoidance and emotion regulation strategies potentiate experimentally induced acute 
episodes of emotional distress (i.e., induced via panicogenic inhalations of 20 percent 
CO,-enriched air). Most notably, such effects were shown in healthy individuals with 
no known psychopathology. 

We have since replicated these findings and found that emotional avoidance, but 
not other psychological risk factors for panic (e.g., anxiety sensitivity), tends to covary 
with more severe panic response, even in healthy individuals (Karekla, Forsyth, & 
Kelly, 2004). After several trials of inhaling CO,-enriched air, individuals high in expe- 
riential avoidance reported more panic symptoms, more severe cognitive symptoms, 
and more fear, panic, and uncontrollability than their less avoidant counterparts. Inter- 
estingly, as in all previous studies we conducted in our labs, the magnitude of autonomic 
responses did not discriminate between groups. Only one study that we know of has 
shown a relation between experiential avoidance and physiological reactivity to pleas- 
ant, unpleasant, and neutral film clips. In that study, persons with a greater predisposi- 
tion toward experiential avoidance tended to experience their positive and negative 
emotions more intensely, but also showed greater heart rate suppression to unpleasant 
stimuli relative to their less avoidant counterparts (Sloan, 2004). These studies provide 
further strong evidence that experiential avoidance exacerbates aversive emotional 
responses and may constitute a risk factor for the development and maintenance of 
anxiety disorders. 

Collectively, the work discussed above and other related studies (Hayes et al., 
1996) suggests that a rigid repertoire of emotional avoidance may constitute an impor- 
tant psychological diathesis and risk factor for the development, maintenance, and 
potential exacerbation of anxiety-related problems. Simply put, “If you don’t want it, 
you've got it.” It is for this reason that experiential avoidance and control efforts must 
become a primary treatment target. 
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Summary of Key Concepts 


This chapter began with a simple metaphor of two mice trapped in a life-or-death strug- 
gle. We end with the view that this struggle, when applied to unpleasant thoughts and 
feelings and the circumstances that might occasion them, is the toxic process that 
underlies a good deal of human suffering. Nonacceptance and the struggle with anxiety 
are, in a real sense, what makes anxiety disordered. Addressing this struggle head-on is 
what an ACT approach to treatment is about. In the process, clients learn how to expe- 
rience their anxious thoughts and feelings in a new, less frightening way, as they are. 
The therapeutic prize here is to foster greater psychological flexibility and choice and a 
willingness to contact a full range of human experience as it is, always with an eye on 
helping clients move in valued life directions. As clients learn to give up the struggle and 
control change agenda, they are no longer owned by it or their unwanted experiences. 
They are free to live. This somewhat counterintuitive notion builds upon the model we 
outlined earlier, where feeling good is not a necessary requirement for living good. 


CHAPTER 5 


Balancing Acceptance 
and Change 


Radical acceptance is the only way out of hell—it means letting go of fighting 
reality. Acceptance is the way to turn suffering that cannot be tolerated into 
pain that can be tolerated. 


—Marsha Linehan 


One of the most important themes of this chapter (and this entire book) is acceptance 
and helping clients learn to accept themselves with all their flaws, weaknesses, 
strengths, and talents—the whole package. Acceptance is willingness to participate in 
life in an active and open manner. Yet when clients hear the word “acceptance,” they 
often think acceptance means giving in or even giving up and losing. Giving in or giving 
up is what we call passive acceptance or resignation. This is not what this chapter or ACT 
is about. We certainly don’t want our clients to give up. We are not asking them to grin 
and bear their anxiety and do nothing. 

This chapter is about active acceptance and balancing acceptance with meaning- 
ful life change. In fact, acceptance is what allows change and what really makes change 
possible. Acceptance breaks apart the fundamental struggle and control agenda that 
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many anxious clients are consumed with. It removes the need to engage in a constant 
struggle with thoughts, emotions, and life circumstances first, so as to live with meaning 
and purpose later. Acceptance provides clients with the space and psychological flexi- 
bility to make life changes now that are consistent with what they truly care about. 
When clients begin to accept themselves the way they are right now, they begin a new 
life with new possibilities that did not exist before. Anxiety and fear are no longer obsta- 
cles to living. They are part of living and a natural consequence of a life lived well. The 
key to transforming anxiety-related suffering into meaningful life changes is to accept 
first that suffering and pain do exist, but they are not the same. Acceptance is the way to 
turn suffering that seemingly cannot be tolerated into pain that can be tolerated—or 
put differently, radical acceptance turns suffering into ordinary pain (Linehan, 1993). 


ACCEPTANCE AS AN ALTERNATIVE AGENDA 
FOR BEING WITH ANXIETY 


Acceptance involves a counterintuitive approach toward constructive living in which 
clients are encouraged to give up their struggle to change what cannot be changed for 
the sake of promoting change in domains of their life where change is possible (Heffner, 
Eifert, Parker, Hernandez, & Sperry, 2003; Heffner, Sperry, Eifert, & Detweiler, 2002). 
The basic idea is to let go of ineffective and unworkable change agendas to open the 
door for genuine, fundamental change to occur. When clients experience that they 
need not run from or struggle against their anxious thoughts and feelings, they become 
free to live. In fact, freedom is an emergent property of this process. It comes from being 
liberated from the grip of nonacceptance and the losing battle against oneself and one’s 
own life experiences. You cannot fight against yourself and win. 


Technical and Nontechnical Definitions 
of Acceptance 


In a nontechnical sense, acceptance involves taking a nonevaluative posture 
toward living with oneself and the world, characterized by compassion, kindness, open- 
ness, present-centeredness, and willingness. More technically, acceptance “involves 
experiencing events fully and without defense ... and making contact with the auto- 
matic or direct stimulus functions of events, without acting to reduce or manipulate 
those functions, and without acting on the basis solely of their derived verbal functions” 
(Hayes, 1994, p. 30). When applied to anxiety disorders, acceptance means letting go of 
the fight with fear and anxiety. Such an acceptance posture would translate into will- 
ingness to experience anxious thoughts, memories, sensations, and feelings as they are, 
without acting to avoid or escape from these experiences and the circumstances that 
may give rise to them, and without acting solely on the basis of what the mind may say 
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about the meaning of these events (e.g., “I’m losing control,” “I must be dying or going 
crazy,” “I can’t do such-and-such because I might feel anxious”). 

Acceptance is closely related to willingness and purposeful action because “will- 
ingness is accepting what is, together with responding to what is, in an effective and 
appropriate way. It is doing what works and just what is needed in the current situation 
or moment” (Linehan, 1993, p. 103). This relation between acceptance, willingness, 
and life goal—related behavior is also evident in the definition provided by Orsillo, 
Roemer, Lerner, and Tull (2004), who describe experiential acceptance as a willingness 
to experience internal events such as thoughts, feelings, memories, and physiological 
reactions, in order to participate in activities that are deemed important and meaning- 
ful. Please note that acceptance and willingness are not feelings. They are a stance 
toward life and are very much about behavior and action. 

In the context of treatment, acceptance is highly experiential. At its core, accep- 
tance is about approaching and making contact with thoughts, emotions, and life expe- 
riences fully and without defense. It is doing with feeling, not doing because of feeling. 
This means that acceptance must be experienced directly. The procedures and exer- 
cises outlined in later chapters (e.g., creative hopelessness, defusion, mindfulness, and 
exposure-like exercises) are designed to facilitate the development of acceptance as an 
experiential process. 

Whether acceptance can simply be instructed is unclear at this time. Our sense is 
that acceptance is unlikely to develop via instructions alone and that it needs to be 
experienced. In fact, in one form or another, clients have already heard someone else 
tell them that they should stop doing what they have been doing and just accept their 
fear and anxiety. Many have told themselves the very same thing, without much suc- 
cess. The problem here is neither lack of motivation nor lack of desire or willpower. The 
problem is that changing our experience with the world requires that we allow ourselves 
to experience the world directly, unedited—as it is. Unless the change and control 
agenda is first challenged and undermined, clients will likely use acceptance as another 
new, snazzy tool to feel less anxiety, worry, fear, and other forms of psychological pain 
(Hayes & Pankey, 2003). The transformative power of acceptance comes about via 
directly experiencing life as it is: nothing more, nothing less. 

We should add here that acceptance is an active, vibrant process that does not 
come easily or naturally for most of us. We tend to color our world with our own precon- 
ceived notions of what is or what should be. This is especially true for anxious clients, 
who seem tangled up in a web of doubt, what-ifs, and patterns of experiential avoidance 
and escape focused on events that exist mostly in the mind. Clients can, however, learn 
to be open to “what is” without contaminating this experience with their evaluations, 
justifications, and reasons for “what is” and “what ought to be.” Acceptance is ulti- 
mately about choice: choosing to make contact with how one has lived up to this point, 
some of which might be painful, and then choosing to make the commitment to act dif- 
ferently and consistently with what one values. An acceptance posture on one day will 
not necessarily carry over to the next day. It is an ongoing process and a choice that 
needs to be made every day—again and again. 
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Acceptance is not about liking our experience (past or present), nor is it about 
approving of what happened or did not happen to us. It is also not about being right. It is 
about being proactive, not reactive, and acknowledging and experiencing what is, as it 
is. It is also about acknowledging, not condoning, what happened to us in the past. This 
move is courageous, empowering, open, honest, and compassionate. This move is also 
liberating. When we ask clients who have made the choice to accept, “How does accep- 
tance feel to you?” they often say things like, “A burden has lifted” or “I feel free and 
ready to move on.” 


Acceptance Is Not Giving Up 


There is an importance difference between the active form of acceptance we have 
been describing and a passive form of acceptance. To distinguish passive from active 
acceptance, let us go back to the serenity creed: Accept with serenity what you cannot 
change, have the courage to change what you can, and develop the wisdom to know the 
difference. 

In this book, we define passive acceptance as failing to muster the courage to 
change what can be changed. Passive acceptance or resignation is akin to just giving up 
and failing to take action in areas of life that can be controlled. For instance, if your cli- 
ent is a student who decides not to go to class because she fears what others might think 
of her when she makes a class presentation, she lets her feelings (which she cannot con- 
trol) guide her actions (which she can control). This type of passive acceptance and res- 
ignation is narrowing and limiting. It is not what we want clients with anxiety problems 
to do. 

In contrast, active acceptance means letting go of the struggle with what cannot 
be controlled. As we mentioned in previous chapters, these are the thoughts and feel- 
ings anxious clients have about themselves, many of which they understandably do not 
like and would rather not have. Active acceptance means mindfully acknowledging 
thoughts and feelings without taking them as facts, approving or disapproving of them, 
or doing anything about them. By embracing an acceptance posture, clients are posi- 
tioned to regain energy and time that might otherwise be wasted on attempting to 
change what cannot and need not be changed. Active acceptance liberates clients to 
take action toward what truly can be controlled and what really matters as part of living. 

Hank Robb (personal communication, 2004) recently offered a spin on the seren- 
ity creed—the “Formula for Serenity in Action”—that nicely illustrates the nature of 
acceptance as an active process within an ACT approach. He has kindly allowed us to 
share it here: 


Let me seek acceptance of life as I find it, even though I may not approve of what 
I find, wisdom to see what would be good to change, willingness to act as well as 
willingness to follow through, and gratitude for the opportunity to live my life as 
best I can. 
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The reason why we refer to this type of acceptance as active acceptance is that cli- 
ents must be willing to experience thoughts, situations, and emotions that they have 
strived to avoid. This move is about choice and shows that active acceptance is a chal- 
lenging and courageous activity. 

Initially, clients will find it difficult to be willing to have anxiety-related thoughts, 
images, or sensations deliberately and to do what is important to them anyway regard- 
less. Yet, this is precisely what needs to be done to get on the path of living. In fact, 
active acceptance actually creates space and allows people to move their hands, feet, 
and mouth in directions that are important. Acceptance is easier than nonacceptance 
precisely because the avoidance, struggle, and control ropes that would normally tie up 
and bind a client with their anxiety are let go. There is no need to struggle, no need to 
fight. The battle and tug-of-war with one’s thoughts and feelings need not be fought. In 
fact, with acceptance there is no fight left to fight. Acceptance ends the tug-of-war by 
letting go of the control ropes—a core metaphor we use in treatment (see chapter 8). 
Mindfulness exercises that encourage present-centeredness and nonevaluative experi- 
ential knowing of reality as it is can help facilitate the development of active accep- 
tance. We describe mindfulness approaches briefly below and include such exercises in 
later treatment chapters. 


ORIGINS OF ACCEPTANCE-BASED STRATEGIES 


Acceptance-based ideas are not new within psychology, and yet it is only recently that 
they have made their way into cognitive behavioral therapies (Hayes et al., 1994; Hayes, 
Follette, et al., 2004). For instance, variations of therapist- and client-focused accep- 
tance are at the core of humanistic (Rogers, 1961) and existential psychotherapies 
(Greenberg, 1994; Perls, 1973). Even Freud (1920) considered repression and avoid- 
ance of unwanted thoughts and emotions to be toxic psychological processes (Hayes & 
Pankey, 2003). We could go on and on with other examples of acceptance playing a key 
role in psychological theory and practice, including several religious traditions that pre- 
date psychology as a discipline. Such examples simply illustrate that most therapists 
believe that some form of acceptance is necessary for meaningful therapeutic change. 

What is new about acceptance within mainstream psychology is its manualization, 
systematic conceptualization, operationalization, and inclusion in established, empiri- 
cally supported psychotherapies (e.g., Acceptance and Commitment Therapy: Hayes, 
Strosahl, & Wilson, 1999; Hayes & Strosahl, 2004; Dialectical Behavior Therapy; 
Linehan, 1993, 1994; Integrative Behavioral Couples Therapy: Jacobson et al., 2000). 
Acceptance is viewed not as a therapeutic goal itself but rather as a means of empower- 
ing the achievement of valued life goals (Hayes & Pankey, 2003). It is a process, not 
merely an outcome, and shares an affinity with Eastern traditions emphasizing 
acceptance and mindfulness. 
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Eastern Philosophy and World Views 


Mindfulness is fundamentally an acceptance-oriented psychological process 
derived largely from 2,500 years of Buddhist philosophy and meditation practice 
(Kabat-Zinn, 2005; Robins, 2002). Its origin can be traced back to as early as the first 
millennium B.C., to the foothills of the Himalayas, when Shakyamuni Buddha, the Bud- 
dha of this era and founder of Buddhism, attained enlightenment. Buddhism is 
intensely empirical and more closely aligned with experiencing life fully and openly 
than with any particular religious beliefs. Its focus is on the fluid aspects of reality as it 
unfolds, and it includes a microscopic examination of the very process of perception 
and experience. To reveal reality as it really is, its intention is to strip away that screen 
of evaluative distortions of reality that normally color how we see the world. This pro- 
cess undermines responding to evaluations rather than experiences, while promoting 
openness, flexibility, and contact with experience. Thus, it allows for contingencies to 
shape and guide behavior. This is precisely what ACT aims to do as part of the process 
of getting the client to move in life directions that are freely chosen and valued. 

There are several strands of Buddhism, and two main forms of meditation stem 
from them: Vipassana (insight) and Samatha (concentration or tranquillity). 
Vipassana, the oldest form of Buddhist meditative practice, involves a clear awareness 
of exactly what is happening as it happens. Samatha is a state in which the mind is 
brought to rest, focused only on one item and not allowed to wander. Most systems of 
meditation emphasize the Samatha component, sometimes referred to as a concentrative 
approach. Here the meditator focuses the mind upon a single object, such as prayer, a 
certain type of box, a chant, a candle flame, a religious image, or some other thing, and 
excludes all other thoughts and perceptions from consciousness. The goal is a state of 
calm and peace. If achieved, however, such effects are temporary and only last as long as 
the meditator is meditating. Most systems of meditation focus on the achievement of 
peace and tranquillity as goals on the path to enlightenment. Not so with Vipassana 
meditation. Vipassana meditation is most closely aligned with mindfulness meditation. 
Mindfulness is about the act of purposefully paying attention to experiences as they are, 
and not how we say they are because of our conditioning histories. As such, mindfulness 
is to be used deliberately in daily life with eyes wide open, not simply during meditation 
sessions (Kabat-Zinn, 2005). It is this feature of practicing mindfulness in all life situa- 
tions that makes mindfulness so relevant and useful for ACT. 


Mindfulness as Process and Practice 


Life is lived in the present, and living is ultimately about the fluid unfolding of a 
series of present moments. Yet, it is notoriously difficult for humans to remain psycho- 
logically present in the here and now. We frequently live in the past or the future, and 
we cloud our present experiences with evaluations of them, while failing to recognize 
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that the evaluations are not the experiences. They are evaluations of the experience; 
the experience will be regardless of our evaluations of it. Yet our minds constantly fuse 
our experiences and our evaluations of those experiences, creating a language trap that 
is responsible for much human suffering. For instance, when the neighbor’s dog starts 
barking loudly and uncontrollably before dawn, what do we do? We probably say some- 
thing like, “Damn it ... there goes that dog again,” “I really can’t sleep with this noise,” 
‘Tm not going to be alert today,” “Why can’t they shut him up,” “Why don’t they keep 
him inside,” and so on. We may even think about calling the neighbors to request that 
they do something about their dog, and may consider calling the police. In the process, 
we fail to notice the experience of the dog barking—sounds that have a unique quality 
and beauty in their own right. It never occurs to us that we can simply experience the 
dog’s barking as it is. 

Several researchers (Bishop et al., 2004) have suggested an operational definition 
of mindfulness that contains two components. The first component involves the 
self-regulation of attention so that it is maintained on current experience, that is, 
observing and attending to the changing field of thought, feelings, and sensations from 
moment to moment. The second component involves adopting an orientation of curi- 
osity, openness, and acceptance to one’s experiences in the present moment. In this 
manner, a stance of acceptance is taken toward each moment of one’s experiences. This 
involves a conscious decision to abandon one’s agenda to have a different experience 
and an active process of allowing current thoughts, feelings, and sensations, no matter 
whether we like or dislike them. 

In its most basic form, mindfulness is about making direct contact with our pres- 
ent experiences, with acceptance and without judgment (Kabat-Zinn, 1990; 2005). If 
you can imagine taking a neutral, scientist-like perspective while also observing your 
internal and external experiences from a nurturing, loving, compassionate perspective 
and with intention, then you can imagine what a mindfulness posture is like. Such 
observation without judgment and with compassion is actually an active response—just 
not in the way we usually think of being active (as in running, fighting, struggling, etc.). 
This stance is an antidote to the stimulus control exerted by literal language (Hayes & 
Shenk, 2004) and thereby facilitates acceptance and full contact with life experiences, 
both inside and outside the skin. At the core, mindfulness is very much about running 
into reality, not away from it! 

This process of mindfulness is quite different from what most of us usually do. We 
usually do not take the time to see what is really there in front of us. Instead, life is 
viewed through a screen of thoughts and concepts. We all have a tendency to mistake 
those mental objects for reality, to focus on outcomes and not the process, and to get so 
caught up in dealing with an endless stream of evaluative thoughts that reality flows by 
unnoticed. Clients with anxiety-related problems spend an enormous amount of time 
engrossed in this activity, caught up in an endless pursuit of calm and peace and an 
ongoing flight from pain and unpleasantness. They expend lots of energy trying to make 
themselves feel better by burying fears, doubts, worry, and pain. Meanwhile, the world 
of real experience flows by untouched and untasted. Recall that an essential aspect of 
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mindfulness is observing without evaluation or judgment and without holding onto, 
getting rid of, suppressing, or otherwise changing what we experience. The paradox is 
that real peace and joy come when we stop chasing them. 

Though a deep sense of peace, calm, and relaxation may be a natural consequence 
of a mindfulness posture, this is not the goal of mindfulness from an ACT perspective. 
The transformative and therapeutic power of mindfulness practice derives directly from 
openness to all experience as it is. The goal of mindfulness is full awareness of experi- 
ence—to become liberated from the blinders of our learning histories, evaluations, pre- 
conceptions, self-talk, and the like, and to wake up to life as it really is, not as our mind 
says it is. In this sense, mindfulness meditation has been described as the “Great 
Teacher.” This teacher is one of several forms of acceptance behavior, and like any new 
behavior, it must be practiced regularly before it can be applied freely as part of daily liv- 
ing. Meditation practice creates a context in which experiential avoidance directly 
interferes with the process of meditation itself (Hayes & Shenk, 2004). 

Incidentally, meditation practice is only one way to develop mindfulness skills. 
Other behavioral techniques foster mindfulness by teaching clients to distinguish expe- 
riences from evaluations of their experience; we introduce some of these cognitive 
defusion techniques (including mindful exposure) in the treatment chapters. The goal 
of all these practical exercises is to apply a mindful, accepting posture to all our experi- 
ences. Mindfulness that is only applied to meditation practice but not to daily living and 
anxiety-related situations is sterile and of limited value. 


Mindfulness Is a Cognitive Defusion, Not an 
Anxiety Control Strategy 


It is essential that our clients do not use mindfulness or any exercises as a control 
strategy to manage their anxiety. Our experience tells us, however, that clients are 
likely to do so. You can recognize it when clients come in saying, “Mindfulness doesn’t 
work for me” but also when they enthusiastically say, “Mindfulness really works for me.” 
In both cases, they may be trying to combat anxiety with mindfulness. 

To address such behavior, therapists need to have a clear understanding of the 
function that mindfulness and other exercises serve in ACT. Instead of an evaluative 
avoidance stance, these exercises are designed to foster a nonevaluative approach 
toward the world of experience. For instance, mindful breathing is not designed to be a 
relaxation strategy to control or manage anxiety. It is a defusion strategy that aims to 
help the client make contact with experience as it is, without all the other evaluative 
baggage, including verbal rules and reasons, that usually come along with it. As with 
acceptance, mindfulness allows clients to notice the process of thinking, evaluating, 
feeling, remembering, and other forms of relational activity, and not simply the products 
of such activities (Hayes, 2002). Relaxation, peace, and a sense of calm may occur as 


Balancing Acceptance and Change 77 


by-products of mindfulness. Similarly, mindfulness might result in the experience of dis- 
tressing thoughts, memories, and feelings. In both cases, the real aim of mindfulness is 
to help clients experience their experiences fully, including their evaluations, thoughts, 
and memories as they are, in a context where experiential avoidance is unnecessary and 
counterproductive. 

In ACT, we consider mindfulness exercises a useful tool to help people experience 
their anxiety without trying to fix it. We do not consider mindfulness to be therapeutic 
in itself. We do not encourage it as a way of life to feel better. Mindfulness is not an 
escape hatch, emergency exit, or ejection seat (like the ones used by fighter pilots) to 
break away from aversive experiences. Instead, it isa way to become better at feeling on 
the path to living better. The prize here is a life, and as many casino signs read, “You 
need to be present to win.” Mindfulness is designed to help clients wake up to their own 
experiences as fully functioning human beings. The danger here is that clients may start 
using mindfulness and other exercises to get relief from anxiety as a new way of avoid- 
ing, escaping, or fixing what they experience. This may work in the short run and rein- 
force old control patterns. As a consequence, clients may do more of the same in the 
future. At the same time, it would prevent a lasting change and be a step back to the old, 
unworkable control agenda. 


LINKING ACCEPTANCE TECHNIQUES TO 
BEHAVIOR THEORY 


Cognitive behavioral therapies are intensely empirical, experiential, practical, time lim- 
ited, and present focused. Their popularity and effectiveness stem largely from these 
characteristics. Acceptance-based behavior therapies retain the core elements that 
have made behavior therapy so popular and add to them in several ways, chief among 
them being how psychopathology is conceptualized. We have already outlined many of 
the core elements that comprise an ACT approach to anxiety-related suffering. A few 
additional characteristics are worth mentioning here, particularly as it has become 
increasingly clear to us that ACT is quite different from mainstream cognitive behav- 
ioral therapies for anxiety disorders. For therapists to practice ACT, they really need to 
get their own head and heart around what acceptance is about. 

We have said that ACT is an approach, not a set of techniques targeting symp- 
toms. Its characteristics—focusing on experiential openness and values, and develop- 
ing the human capacity to live on purpose and with meaning—follow directly from the 
view that a good deal of human suffering stems from actions that cut persons off from 
such uniquely human characteristics. One initial goal of therapy is to create a new con- 
text where such human qualities can thrive. Doing so requires therapists to rethink the 
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symptom-focused change agenda that has come to characterize many mainstream cog- 
nitive behavioral therapies for the anxiety disorders. 


The Language Trap 


Recall that anxiety does not become disordered because of what people feel, or 
because anxiety and fear are too intense, or because such emotions often occur in situa- 
tions that do not demand such a response. Rather, it is the language-based capacity for 
humans to evaluate, and respond relationally to their own evaluations, thoughts, and 
feelings with more evaluations, while acting not to have them, that sets up a trap for 
anxiety to become an anxiety disorder. Such tendencies do not come from nowhere. 
They are socialized and learned by about the age of two and are fundamentally built into 
human language and cognition: 


Humans have a hard time accepting the present moment with openness and 
curiosity ... since the present moment may contain events that are ... evalu- 
ated as undesirable. A primary benefit of language in an evolutionary sense is 
its contribution to problem solving, and typically the primary goal of prob- 
lem solving is to produce desirable rather than undesirable events. Avoiding 
psychological pain is thus built into the normal function of language itself, 
even if that process causes harm. (Hayes & Shenk, 2004, p. 252) 


As a therapist, you can think of the basic process that sets up this trap as a ten- 
dency to respond to one’s own responses, or more technically behavior-behavior rela- 
tions. These relations, in turn, are at any moment situated in and within a context. The 
context controls the nature of a relational response and the kinds of evaluative rela- 
tional activity that might occur, including what clients ultimately do with their hands 
and feet as a consequence. As Hayes (2002) put it, “mindfulness and acceptance catch 
this bird in flight, and like an audience that learns how a magic trick is accomplished, 
they can profoundly change the effects of the language illusion” (p. 104). Consider, for 
instance, the case of Jerry. 

Jerry suffered from panic attacks while driving. During such attacks, he would 
routinely focus on his evaluations of the physical sensations he experienced, saying to 
himself things like, “My God, I must be having a heart attack ... I must be dying.” Typi- 
cally, Jerry would immediately pull over during such attacks, and eventually ride out the 
attack until he felt well enough (another evaluation) to drive home. Ultimately, Jerry 
sought out consultation from a cardiologist and underwent a routine exercise EKG. 
While undergoing this test, Jerry experienced a range of physical sensations, many of 
which were quite similar to those that normally would accompany his panic attacks 
while driving. However, in the “safe” context of the doctor’s office, Jerry neither 
thought “I must be having a heart attack,” nor did he stop the exercise or escape. This 
case illustrates a key point about how context controls our evaluative relational 
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activities and overt behavior, and it can help you, as a therapist, conceptualize client 
problems and how to work with anxious clients from an ACT perspective. 


The Fusion-of-Evaluative- Thinking-with-Reality Trap 


First, the events felt during anxiety and other emotional responses are character- 
ized by physical sensations that are well within the range of normal human experience. 
The responses “I am having a heart attack” and “I must be dying” are purely derived 
forms of evaluative activity. Note that the form or content of evaluative activity is not 
problematic in itself. To illustrate, go ahead and say to yourself “I am crazy,” “I am 
worthless,” “I can’t breathe,” “I might be dying,” or “My heart is racing.” These state- 
ments likely had little effect on you, showing that an evaluative thought or statement is 
just that: an evaluation, a series of words. Yet, evaluations have a tendency to become 
fused with our experience and can entail other relations. For example, “I must not stand 
up and speak because I will make a fool of myself in front of this crowd” is no longer just 
an evaluative thought. The thought takes on the function and is experienced as a repre- 
sentation of the actual event (e.g., social rejection) that then needs to be avoided. Also, 
the thought “Iam a social failure” is likely related to other evaluations, such as “I am not 
happy,” “I am sick,” “People will think badly of me,” or “I can’t do X, Y, or Z.” Many of 
us, in fact, are guided more by our evaluations of the world then by events in the world 
as they are. This is not to say that the fusion of evaluative thought with actual experi- 
ence is necessarily and always a bad thing. The point is to help clients recognize the dif- 
ference between what the mind says and how the world is, and to respond flexibly as the 
circumstances require while moving in the direction of valued goals. 


The Avoidance Trap 


Our second point has to do with the typical outcome of this fusion process and its 
treatment implications. The outcome for anxious clients is almost universally to engage 
in obvious and sometimes more subtle forms of experiential avoidance. Clients with 
anxiety disorders typically find themselves ensnarled in evaluative fusion activity 
(thoughts = feelings = reasons = justifications = action and inaction), and then do 
what appears to be the most sensible thing to do: avoid or run from the circumstances 
that contribute to the anxious thoughts, unpleasant memories, and associated feelings. 
What they are really doing, however, is responding to the evaluation—not the real con- 
tingencies of the situation—and they often do so in an inflexible and rigid manner. As a 
therapist, you could think of this as the product of a generalized insensitivity to contex- 
tual factors that would normally promote a more flexible and less evaluation-driven 
repertoire of responding. These actions, as we described earlier, function as the nails on 
the coffin door for human beings who want to have a life worth living. 
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IMPLICATIONS FOR TREATMENT 


The acceptance and mindfulness posture of ACT can be thought of as a way to “defuse” 
or loosen and disentangle the fusion of events or experiences with the evaluations of 
such experiences. This is important because evaluative forms of cognitive activity that 
set up relations amongst feelings, thoughts, and experiences, and action tendencies 
(e.g., anxiety suppression, control, and avoidance) are typically unworkable as solu- 
tions. There are several obvious and not-so-obvious treatment implications that follow 
from an ACT approach. These implications are simply different, rather than better or 
worse, than those typical of mainstream cognitive behavioral therapies. 


Reframing the Clinical Context 


As a therapist and human being, take a moment to think about what you are ulti- 
mately trying to accomplish when working with other human beings who come to see 
you because they are suffering. You may have come up with several responses. Perhaps 
you focused on intermediate goals, achieving insight, and, more likely, symptom allevia- 
tion. You probably use a wide variety of techniques to get there. Ultimately, however, 
most therapists want to see their clients living better, not simply feeling better. 

There are countless examples, some quite extraordinary, of human beings who 
experience emotional and psychological pain, hardship, and just about every possible 
disadvantage and, in spite of having every reason to feel bad and give up, they nonethe- 
less choose to live life to its fullest. There are also many examples of individuals with 
many advantages and reasons to feel good who still suffer miserably. As a therapist, you 
have likely seen clients who represent both ends of this spectrum. Feeling good is a sen- 
sible and reasonable starting point if one starts from the posture that feeling better is a 
prerequisite for living better. This is also the same posture that many clients operate 
from and expect from therapy. Most mainstream cognitive behavioral therapies for anx- 
iety disorders similarly focus on helping clients feel better in order to live better. Implicit 
in this move is the notion that one needs to manage the symptoms first so as to live a life 
later. The stakes are high if client and therapist buy into this change agenda. What if 
that anxiety management program does not work? They better get on top of the “anxi- 
ety problem” or else ... there will be no life! 

With ACT, the relation is reversed and the clinical context reframed to focus on 
the real prize—a life lived well, not living to feel well. Feeling better may happen as a 
by-product of living a full, rich, and meaningful life—or it may not happen. The clinical 
focus is first and foremost on helping clients get on the path of living consistently with 
their values and goals. This focus actually takes a lot of pressure off the shoulders of cli- 
ents and therapists alike. 
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More Flexible Treatment Goals and Targets 


The emphasis on living well redirects clinical attention away from symptom- 
focused eliminative techniques so often used in cognitive behavioral therapies for anxi- 
ety disorders. In fact, clients are often surprised to hear us say that an ACT approach to 
anxiety disorders is not simply about anxiety. The focus is much broader than that. 
ACT is about enriching a human life and undermining destructive forms of human 
activity that get in the way of living. For instance, learning to be fully present in the 
moment will likely enhance a client’s quality of life, whether anxiety shows up or not. It 
also serves to broaden the range of events that might regulate behavior, while under- 
mining narrow forms of verbally regulated behavior that get in the way of effective 
actions (Hayes & Shenk, 2004). 

Similarly, loosening the experiential avoidance and change agenda is likely to 
help clients when confronted with various forms of human suffering, by enriching their 
experiences with the world and relationships with others in that world. Choosing to 
accept what cannot be changed and choosing to live a valued life with meaning and 
purpose are likewise broadband repertoire-expanding actions that are not specific to 
anxiety. In fact, anxiety-related problems could be thought of as one of several conse- 
quences of unwillingness, avoidance, and inaction. ACT intervention strategies, as we 
outline in later treatment chapters, are ultimately about fostering the development of 
whole, fully functioning human beings. Who ever said that behavior therapy cannot be 
“humanistic”? Acceptance-based behavior therapy is deeply experiential and humanis- 
tic. Therapists, therefore, need to think in terms of fostering psychological flexibility, 
growth, and meaningful life change when working with anxious clients from an ACT 
perspective. A variety of strategies may be used to accomplish such goals. This is why 
ACT, and behavior therapy more generally, is not limited to a specific set of techniques. 


Recontextualizing Exposure 


In vivo and imaginal exposure exercises are at the core of virtually all cognitive 
behavioral therapies for anxiety disorders, and for good reason. Exposure is designed to 
counteract the powerful action tendency to avoid or escape from anxiety and fear- 
provoking events. This is accomplished by arranging structured approach activities, 
usually in the form of a fear hierarchy. Corrective emotional learning comes about as 
clients make full contact with anxiety-provoking events, usually in increasing order of 
difficulty. Within standard cognitive behavioral therapies, repeated exposure takes 
advantage of extinction processes, and thus results in attenuation of anxiety and fear to 
previously avoided cues and situations. In fact, exposure is ultimately an eliminative 
technique and is conducted with the explicit goal of reducing anxiety. Implicit in this 
move is the assumption that anxiety needs to be reduced so that the client can feel and 
function better. Otherwise, exposure as traditionally practiced within cognitive 
behavioral therapy would not make much sense. 
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Within ACT, exposure is recontextualized in several ways. It is no longer an 
eliminative technique to be applied within a framework of mastering and controlling anx- 
iety. To do so would be inconsistent with an ACT therapeutic stance, for it sends a mes- 
sage to the client that the anxiety is the problem and thus must be reduced or managed 
before a client can feel better. Rather, exposure within ACT is best thought of as one of 
several experiential exercises, with the goal being to feel better (i.e., become better at feel- 
ing), not to feel better (i.e., feel less anxiety). This mastery of experience framework for 
ACT exposure exercises is again about creating a fully functioning human being. The 
goal is not to help clients manage or get rid of anxiety and fear, but rather to help them 
develop willingness to experience thoughts and feelings for what they are. Thus, exposure 
exercises within ACT are framed in the service of fostering greater psychological flexibil- 
ity, experiential willingness, and openness. They are about growth and are always done in 
the service of client values and goals. This is an important point, and it’s why we refer to 
them in later treatment chapters as Feeling Experiences Enriches Living (FEEL) exercises. 
As you will see, FEEL exercises are included along with several other Experiential Life 
Enhancement Exercises in the treatment chapters. 

As a therapist, you should always frame exposure in such a way that it is linked 
with a client’s values and goals. The goal of exposure is to help move a client toward liv- 
ing consistently with their valued life goals. When in doubt, ask yourself, “What is this 
exposure exercise in the service of?” If a client’s values and goals do not show up in the 
answer, then the purpose of the exercise will need to be clarified. Along the way, con- 
tinue to be mindful that anxiety reduction is not a necessary prerequisite for meaningful 
behavior change. In fact, an acceptance-based approach allows for the possibility that 
anxiety levels may remain unchanged, so long as the client is showing greater willing- 
ness and is taking steps to use their hands and feet to live consistently with what matters 
to them. Again, it is likely that clients will experience some anxiety reduction or at least 
learn new ways of relating with their anxiety. Yet, even without anxiety reduction, ther- 
apy can still be a success, as long as the client is living a more meaningful and richer life. 
This posture is quite different from mainstream cognitive behavioral therapies, where 
anxiety reduction is seen as the main goal of exposure exercises. 


Mindfulness, acceptance, and defusion are not just a different way of treat- 
ing ... problems of depression or anxiety. They imply a redefinition of the 
problem, the solution, and how both should be measured. The problem is 
not the presence of particular thoughts, emotions, sensations, or urges: It is 
the constriction of a human life. The solution is not removal of difficult pri- 
vate events: It is living a valued life. (Hayes & Wilson, 2003, p. 165) 


IMPLICATIONS FOR ASSESSMENT 


We see assessment closely tied with case conceptualization and treatment as well as 
monitoring of outcome. Within ACT, the assessment and treatment relation is ongoing 
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and recursive. It starts from the moment a client walks through the door and continues 
throughout treatment, and, when feasible, for some period of time after treatment. This 
is simply good clinical practice. Thus, we adopt this approach throughout the treatment 
chapters that follow. 

We should add that ACT presents an enormous opportunity for therapists to 
make a difference, not only in their clients’ lives but also within the clinical professional 
community. Although the empirical base of ACT is growing rapidly, it is still in its 
infancy (Hayes, Masuda, et al., 2004). Thus, therapists who collect assessment and out- 
come data using ACT with their clients, and who make an effort to disseminate their 
data via case conferences, workshops, and traditional publication outlets, truly stand to 
make an impact on the development of ACT in the years to come. This is no exaggera- 
tion. You, as an ACT therapist, can make a contribution to researchers and clinicians 
using, and attempting to further develop, acceptance-based treatments. What follows 
in this section is meant to help orient you to some broader assessment considerations. 
The issues we address are not meant to be inclusive. Rather, we provide an overview of 
some available assessment measures and their suitability in the context of an ACT 
approach to treatment. 


Current Measures and Their Suitability 
Within ACT 


There are numerous empirically supported assessment devices you may use with 
persons suffering from anxiety disorders. Most are designed to evaluate emotions, 
thoughts, and overt actions consistent with the tripartite model of fear and anxiety. As 
a therapist, you will likely not have the time or resources to include more expensive 
assessment technologies such as physiological monitoring. Thus, we limit this brief 
overview to the chief modalities for gathering information about your clients, beginning 
with the clinical interview. 

Though the clinical interview is typically unstructured, there are good structured 
interviews available for anxiety-related problems. For instance, both the Anxiety Disor- 
ders Interview Schedule for DSM-IV (ADIS-IV; Brown, DiNardo, & Barlow, 1994) and 
the Structured Clinical Interview for DSM-IV Axis I Disorders, Clinician Version 
(SCID-CV;; First, Spitzer, Gibbon, & Williams, 1996) are suitable if the goal is to con- 
duct a thorough diagnostic assessment. Yet, we encourage you not to limit your assess- 
ment to diagnosis alone. This recommendation is based on several considerations. 

First, psychiatric diagnoses are limited to symptoms and syndromes, whereas ACT 
is about behavior and processes that contribute to human suffering. Recall that symp- 
toms are less important from an ACT perspective than getting the client unstuck from 
the pattern of avoiding and controlling those symptoms. Second, psychiatric diagnoses 
are widely known to have limited treatment utility. Simply because we build our treat- 
ments around diagnostic labels is not a good reason to use diagnosis as a guide for treat- 
ment. Many of the issues addressed from within an ACT approach are not disorder 
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specific; ACT instead means to address variables and processes that underlie human 
suffering more generally. Third, and consistent with the aims of an ACT approach, 
diagnoses—however necessary for insurance purposes—create the false impression 
that disorders are more dissimilar than they truly are. This book in particular is about 
addressing the core processes that underlie disordered experiences of anxiety and fear. 
Though the particular issues will vary from client to client, the nature of the treatment 
is quite similar across each of the anxiety disorders. Remember, ACT is an approach, 
not simply a technology. It is about helping clients live fully and richly, rather than 
about alleviating disorders. Thus, psychiatric diagnoses have only limited utility from 
an ACT perspective. 

You may also consider using one or more empirically supported paper-and-pencil 
self-report measures to assess common and more specific characteristics of anxiety- 
related suffering. The universe of options here is large, and we simply cannot describe 
each of the available measures. A good starting point is the Practitioner’s Guide to Empir- 
ically Based Measures of Anxiety (Antony, Orsillo, & Roemer, 2001). This volume con- 
tains information on almost all of the measures that have demonstrated usefulness in 
assessing core features of anxiety and related disorders. Many of these measures are also 
quite useful in that they provide information about various forms of experiential avoid- 
ance. In fact, virtually all of the available self-report measures for anxiety, in one form or 
another, assess the psychological consequences of experiential avoidance. 

Take, for example, the Anxiety Sensitivity Index (ASI; Peterson & Reiss, 1992; 
Reiss, Peterson, Gursky, & McNally, 1986), a sixteen-item questionnaire designed to 
assess fear of anxiety-related physical symptoms. Not surprisingly, fear of anxi- 
ety-related symptoms is characteristic of most persons with anxiety disorders and par- 
ticularly persons suffering from panic disorder. From an ACT perspective, however, 
anxiety sensitivity is simply a manifestation of a toxic and more basic underlying pro- 
cess, namely experiential avoidance. Persons who are unwilling to have physical sensa- 
tions and who consider them bad and something to be avoided tend to respond to their 
own responses, and the circumstances that occasion them, with apprehension and fear. 
In fact, in the context of experiential avoidance, fear of fear (i.e., elevated anxiety sensi- 
tivity) makes sense as a natural outcome. Now consider anxiety sensitivity in the con- 
text of willingness or acceptance. Here, anxiety sensitivity makes little sense, for now 
we are left with the experience of physical sensations as they are, willingness to have 
them for what they are, and consequently no need to do anything about them. They are 
just feelings, sensations, and related thoughts. As a consequence, we would expect to 
see a reduction in ASI scores following ACT treatment. Responses to many other anxi- 
ety-related measures can be conceptualized similarly and should show pre-post treat- 
ment changes as a result of a decrease in experiential avoidance. Thus, we encourage 
you to include them routinely in your work with clients. 

Numerous other more traditional forms of assessment may prove useful in the 
context of an ACT approach, and these are only limited by the creativity and skill of the 
therapist. For example, direct observation of a client’s behavior in session and outside of 
session can be enormously useful. In particular, many of the exercises outlined in later 
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chapters are introduced and practiced in session. How clients respond to you as another 
human being can provide valuable information about how they may respond to other 
human beings in their daily lives. Similarly, be attuned to how your clients respond to 
the treatment exercises (both verbally and nonverbally). Watch for subtle and more 
obvious clues to patterns of rigidity, experiential avoidance, and struggle. Address such 
issues with compassion as they unfold, and be mindful of how you respond to your client 
and how your client is responding to you in the present moment. Such present- 
centeredness can help you develop a clear formulation of your client’s difficulties, while 
also helping you more appropriately tailor treatment to your clients’ unique 
circumstances. 


ACT-Specific Process and Outcome Assessment 


Assessment technology suitable for ACT is developing at a rapid clip. Some 
assessments exist in published format and others were developed or adapted specifically 
for the purpose of this treatment program. For instance, in the treatment sections of this 
book, we provide several measures that may be used to assess ACT-relevant clinical 
processes and outcomes. You will also find electronic versions of all these measures and 
worksheets on the CD that accompanies this book. This, we hope, will make it easy for 
you to incorporate these measures into your clinical practice. Although these measures 
can be used to document pre-post treatment effects, they are equally useful as ongoing 
measures to monitor changes in experiential avoidance and willingness, as well as diffi- 
culties clients may be experiencing between sessions. 


Experiential Monitoring Forms 


Living in Full Experience (LIFE) 


Right from the beginning, we ask clients to monitor contexts where anxiety and 
fear show up, associated experiences (thoughts, physical sensations, and overt behav- 
iors), their willingness to have those experiences, and how they respond to them in ways 
that get in the way of their values and goals. At the end of chapter 7 (and on the book 
CD) we provide a worksheet—Living in Full Experience (LIFE)—that can be used to 
track some of the above domains. The acronym LIFE is not accidental. It’s a deliberate 
effort to frame this exercise in terms of what really counts: living. 


Daily ACT Ratings 


Throughout treatment, we also ask clients to complete the Daily ACT Ratings at 
the end of every day. You'll find this rating form at the end of chapter 7 and on the book 
CD. Clients make simple ratings on a scale from 0 (not at all) to 10 (extreme amount) 
for each of the following domains: (a) how upset and distressed over anxiety they were 
that day, (b) how much effort they put into making anxious feelings or thoughts go away 
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that day, (c) to what degree they would consider that day to be part of a vital, workable 
way of living, and (d) how much they engaged in behaviors that are in accord with their 
values and life goals. 


Assessing the Major Components and Processes 
of ACT 


Let us now outline the main component processes of ACT and what therapists 
might want to assess specifically within each area. 


Assessing Creative Hopelessness 


The goal here is to assess your clients’ efforts to manage and solve their anxiety- 
related difficulties and how well such efforts have worked for them. The assessment is 
not about the feeling of hopelessness, but rather the workability of former solutions. 
Such assessment is important and needs to be thorough. The focus here should be on 
what clients have done in the past to manage anxiety and how well such strategies have 
worked. You do not want to spend time in therapy doing more of what has not worked 
for your client. Additionally, it is useful to begin to relate such strategies with broader 
issues that pertain to client values and how they wish to live their life. For instance, you 
may ask how each of these solutions has gotten in the way of your client’s ability to live a 
full, rich, and value-consistent life. What was given up in the service of not having anx- 
ious thoughts and feelings? Perhaps the most crucial question to ask with insistence and 
compassion is, “What have been the short-term versus long-term costs of these strate- 
gies; have they moved you closer to or further away from your values?” Such questions 
begin to plant the seeds for the values work to come. 


Assessing Control and Avoidance Versus Acceptance 
and Willingness 


The goal here is to identify avoidance and control efforts that the client has been 
using. Most of these, as we have discussed, can be described as experiential avoidance 
strategies, and many will center on unwanted thoughts and feelings, as well as the situa- 
tions that occasion them. Such strategies function to distance human beings from con- 
tact with the world of experience as it is, and when rigidly and inflexibly applied to 
private events, they manifest as struggle, control, and avoidance, or value-inconsistent 
actions. Experiential avoidance may seem like a trait, but it’s best thought of as a predis- 
position to relate with oneself and the world in particular ways. It is something that 
people do, not something they have. 

This predisposition can be assessed globally using the Acceptance and Action Ques- 
tionnaire (AAQ; Hayes, Strosahl, et al., 2004; a copy is in appendix A and on the book 
CD). The original AAQ consists of nine items loading on a single factor. A revised ver- 
sion by Bond and Bunce (2003) consists of sixteen items and includes two subscales: 
The Willingness Scale consists of seven items assessing willingness to accept 
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undesirable thoughts and feelings (items 3R, 4,5, 7, 8R, 9R, 11R—item numbers fol- 
lowed by R are reverse scored). The Action Scale consists of nine items assessing 
whether individuals act in a way that is congruent with their values and goals (items 1, 
2R, 6R, 10, 12, 13, 14R, 15R, 16). The original nine-item AAQ comprises items 1, 2R, 
5, 7, 9R, 11R, 17R, 18, 19R. We include all nineteen items in appendix A so you can 
decide which version you’d prefer to score. Higher scores reflect more willing- 
ness/acceptance and action. Research thus far indicates that the AAQ has good 
psychometric properties (Bond & Bunce, 2003; Hayes, Strosahl, et al., 2004) and that it 
correlates with several other measures of negative affectivity and anxiety-related 
pathology (Forsyth, Parker, & Finlay, 2003; Hayes & Strosahl, 2004). Although the 
AAQ seems to work well as a measure of acceptance and willingness, it is still a rela- 
tively new measure. An expanded version (AAQ 2) is currently under investigation. 

Another useful process and outcome measure is the White Bear Suppression Inven- 
tory (WBSI,; Wegner & Zanakos, 1994; a copy is in appendix B and on the book CD). 
The WBSI measures people’s tendency to suppress (i.e., not accept) and struggle with 
unwanted thoughts and feelings. This measure has been used extensively in laboratory 
and clinical settings to demonstrate the negative effects of experiential avoidance (e.g., 
Koster, Rassin, Crombez, & Noring, 2003). Clinical studies involving people with vari- 
ous anxiety disorders such as obsessive-compulsive disorder (Smari, 2001) and specific 
phobias have shown that the WBSI is sensitive to measuring the effects of treatment. 
Items are scored by summing all individual responses (see Wegner & Zanakos, 1994, for 
more information on norms and interpretation). 

The fifteen-item Mindfulness Attention Awareness Scale (MAAS; Brown & Ryan, 
2003; a copy is in appendix C and on the book CD) assesses mindfulness across cogni- 
tive, emotional, physical, interpersonal, and general domains. Using a six-point Likert 
scale, individuals indicate how frequently they have the experience described in each 
statement, with high scores reflecting more mindfulness. Items are scored by summing 
all individual responses. A number of studies conducted by Brown and Ryan (2003) 
show that (a) the MAAS has good psychometric properties, (b) the scale differentiates 
people who practice mindfulness from those who don’t, (c) higher scores are associated 
with enhanced self-awareness, and (d) following a clinical intervention, cancer patients 
showed increases in mindfulness over time that were related to declines in mood 
disturbance and stress. 


Assessing Willingness as an Alternative to Control 


Once patterns of control and avoidance of anxiety are identified and assessed, you 
will be positioned to address the more experiential aspects of an ACT approach to anxi- 
ety, which entails nurturing experiential willingness. Willingness is very much about 
fostering approach behaviors as an alternative to control and avoidance. Like hopeless- 
ness, willingness is not a feeling. It is not about wanting, putting up with, or tolerating. 
Willingness is both a stance toward life and an activity. It is about doing, and doing in 
the direction of what the client values and truly cares about. Willingness is the opposite 
of avoidance and means to show up and be open to experiencing life as it is. That is, one 
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must be willing to experience what is and accept what cannot be changed in order to be 
positioned to change what can be changed; this is truly what ACT is all about. 

Assessment of willingness is part of the process on the road to acceptance and 
value-guided action. In a sense, all three questionnaires described in the previous sec- 
tion provide assessments of willingness. These measures also are useful for assessing 
pre-post treatment effects and changes. In addition, the Daily ACT Ratings provide 
ongoing assessments of willingness. As a therapist, you can also assess your client’s 
descriptions of an event, what they were thinking and feeling, and what they were will- 
ing to do. In the process, you will be helping your clients distinguish between clean and 
dirty discomfort. The former of these comes about simply as a consequence of living a 
life (e.g., the inevitable and sad loss of one’s parents), whereas the latter involves suffer- 
ing that is created by efforts to control or avoid the emotional and psychological pain 
that are normal consequences of living. Such assessments tend to be somewhat idiosyn- 
cratic and will most often occur in the context of metaphors, mindfulness, and other 
experiential exposure-like exercises. 


Assessing Defusion 


This facet of ACT builds upon what we have outlined previously in regard to the 
dark side of language. Much human suffering is related to cognitive fusion, a process 
that involves fusing with or attaching to the literal content of our private experiences. 
When fusion occurs, a thought is no longer just a thought, and a word is no longer just a 
sound; rather, we respond to words about some event as if we were responding to the 
actual event the words describe. Cognitive defusion means uncoupling or disentangling 
words and thoughts from the actual events that such words and thoughts refer to. The 
aim of defusion is to loosen a client’s tendency to treat verbal evaluative processes of 
language as being equivalent with the actual experience that language refers to. The 
goal is to help clients create distance between what is and what their mind says that is. 
Simple descriptions of events, using “and” instead of “but,” are part of this process and 
can be assessed directly. For instance, a client might say, “I want to go camping but I’m 
afraid of snakes” when a more accurate statement would be “I want to go camping and I 
am afraid of snakes.” 

Similarly, cognitive defusion seeks to undermine the fusion of evaluations with 
the actual experience. For instance, before treatment, the experience of a rapidly beat- 
ing heart and dizziness is fused with the statement “I could be dying” or “I’m having a 
heart attack.” These two thoughts are verbal evaluations of experiencing a rapidly beat- 
ing heart, dizziness, and other physical sensations. If defusion is successful, a client 
would come to demonstrate a shift in evaluative statements about their experiences. 
Thus, they might say something like, “I feel my heart racing and dizziness and I’m hav- 
ing the thought that I may be dying of a heart attack.” Likewise, a statement such as 
“Tm scared to get on a plane” would be defused to something like “I am having the feel- 
ing of being scared about getting on a plane.” This component of therapy is not about 
simply replacing one thought with another thought or statement. Rather, it is about 
helping the client to approach their thinking and feeling as an observer and to describe 


Balancing Acceptance and Change 89 


how they think and feel from a self-as-context (observer) versus self-as-content per- 
spective. In this sense, defusion techniques are also mindfulness techniques. Both func- 
tion to help clients to become aware of what they are experiencing (e.g., thinking 
evaluative thoughts) while noticing the experiencing without judging it as good or bad. 

At times, cognitive behavioral therapists mistake defusion in ACT as a form of 
cognitive restructuring. At the surface, they do indeed look similar because both seek to 
undermine and disentangle client evaluations of an experience from the actual experi- 
ence. Defusion in ACT, however, is more radical than cognitive restructuring tech- 
niques. For instance, defusion is not aimed at correcting the erroneous assumption or 
prediction of persons with panic disorder that they will die during the next panic attack. 
Defusion is not about changing the content of the evaluation. Instead, defusion aims at 
having the client recognize and experience the evaluative thought for what it is: a 
thought, nothing more and nothing less. Its rightness or wrongness (its content) does 
not matter. What matters is that it is a thought that we can simply observe. The thought 
need not be evaluated, corrected, or struggled with. It comes and goes on its own 
accord. We simply have it and get on with doing what is important to us. 

Fusion is a subtle and remarkably pervasive and insidious process. In fact, it is so 
overlearned and occurs with such high frequency that this habit is not easy to break and 
change. There have been a number of efforts to develop and utilize measures of 
defusion. In fact, some of the best process measures are in the defusion area. Most of 
these tend to be somewhat idiosyncratic (see Bach & Hayes, 2002), or standardized 
within a domain. An example of the latter is the Stigmatizing Attitudes Believability 
Scale (SAB; Nevada Practice Improvement Collaborative)—a measure of the believ- 
ability of stigmatizing thoughts of substance abuse treatment providers toward their cli- 
ents. The SAB, in turn, has been adapted to assess avoidance and defusion in persons 
undergoing a smoking cessation program (Gifford et al., 2004). The Automatic 
Thoughts Questionnaire-B (ATQ; Hollon & Kendall, 1980), augmented by item 
believability ratings, also may be used to assess defusion, as could the Thought-Action 
Fusion Scale (TAF; Shafran, Thordarson, & Rachman, 1996). 

You will see that we have included measures to help you assess fusion and defusion 
in your clients. You may also wish to create other measures of defusion on your own as 
you go. This is relatively straightforward to do by simply adding “believability” ratings to 
lists of difficult thoughts in the specific domain being addressed. For instance, the 
thought “I need to get a handle on my anxiety and fear for me to have the life I want” 
could be rated in terms of how much the client believes this statement using a ten-point 
Likert-type scale anchored from 1 = not at all believable to 10 = completely believable. 
As defusion takes hold, your client ought to hold their thoughts and evaluative state- 
ments more lightly and be less inclined to believe in them and act because of them. 


Assessing Values and Committed Action 


This is ultimately the real prize and the guiding framework for an ACT approach 
to anxiety disorders. Thus, we have made values assessment a core feature of all treat- 
ment chapters. The aim of values assessment is to help clients identify valued life goals, 
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then move in the direction of those values, and to commit to doing just that even in the 
face of anxious thoughts and feelings. Such assessments are relatively structured and 
straightforward. As a therapist, you help clients to clarify their own values over the 
course of treatment and then move in a direction toward meeting small goals that are 
part of valued living. We include several measures in the treatment chapters and on the 
enclosed CD to help you in this regard. 

You will see that we do not limit values to circumstances related to anxiety. Val- 
ues are much broader than that, and include domains that most of us typically associate 
with a good quality of life (e.g., family/relationships, work, social activities, play, educa- 
tion, spirituality, being a good citizen, and health and well-being, to name a few). The 
therapeutic task here is to clarify the direction of client values, while assessing client 
statements about valued ends and barriers to the achievement of valued directions 
(Wilson & Murrell, 2004). Most barriers for anxious clients involve anxiety-related 
thoughts and feelings, as well as strategies used to manage and control them. In chapter 
11 we describe a number of mindfulness and other defusion techniques that therapists 
can use to help clients move with, rather than struggle with, these internal barriers. 
These techniques serve to illustrate that past solutions have not worked, that a direc- 
tion in life depends on choices that are made, and that a life is made up of what people 
ultimately spend their time doing. 

In our value work, we ask clients what they want their life to stand for—what 
really matters to them—and then we ask in what direction they are taking their feet. 
Where are they going? As Dahl (in press) points out, this distinction between valuing as 
a feeling and valuing as an activity is an important one because most clients do not sepa- 
rate these two aspects of valuing and simply assume that valuing is how they feel about a 
particular dimension or area in their lives. For instance, if they say that they value their 
career and working, then they should be doing just that: working. If they do not work, or 
do not put forth their best effort at work, then they do not value their career, regardless 
of how they feel about a career. 

Values are not static or finite things; they are not goals that we can accomplish 
and be done with or destinations that we can reach. Values are a direction and must be 
lived out (Hayes, Strosahl, & Wilson, 1999). For instance, being a loving person or a 
good parent is an ongoing action, not something that we can finish while we are alive. 
Clarification of client values is similarly a process that helps generate a list of relevant 
goals that are important to the client. The goals, however, are not the values. Again, 
consider the value of being a good parent. One cannot complete this and tick it off in 
the same way one can complete and tick off a concrete goal. Goals are nonetheless 
important in this process, because it is the cumulative effect of such goals that, in the 
end, represents value-guided actions. Only a few of these goals can realistically become 
the focus of therapy. In fact, a client may not reach most of their goals by the end of 
treatment—and that is okay, because the client’s journey does not end when therapy 
ends. Valued living takes a lifetime. As this process continues to unfold, and as long as 
clients stay on track in the direction of their value-guided goals rather than doing what 
their anxiety tells them to do, therapy has not failed. The same is true of making and 
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keeping commitments. Here the issue is about making a choice to move one’s hands 
and feet in the direction of valued goals, and to do so willingly and without defense. The 
reason for making the choice is that it makes sense to do so. The previous avoidance 
agenda will not get them to where they want to go. Remember the experiential avoid- 
ance loop in chapter 3. As commitment is about doing, it is typically assessed by 
whether the client did what they had set out to do. 

As indicated, we provide several measures and worksheets in the treatment chap- 
ters (7 to 11) and have reproduced them for you on the enclosed CD. The Valued 
Directions worksheet is designed to help you and your client clarify relevant values and 
goals. For an individual with an anxiety disorder, moving in the direction of values 
involves a combination of anxiety exposure-type activities and behavioral activation. 
We have therefore designed three forms to assess client activities related to values: 
FEEL record forms, Weekly Valued Life Goal Activities, and the Goal Achievement 
Record. These forms specifically assess a client’s progress in moving toward their goals, 
experiences during goal-related activities, and obstacles they encounter along the way. 


Valued Directions Worksheet. Based on several value assessment forms published in 
Hayes, Strosahl, & Wilson (1999), we have designed a condensed and simplified Valued 
Directions Worksheet. You can find it at the end of chapter 9 and on the CD. This 
assessment tool is particularly useful for identifying what areas of life are important to a 
client and how satisfied they are with the quality and depth of their experience in those 
areas. In addition, clients are asked to come up with intention statements of how they 
would like to live their lives in areas of importance to them and identify what may stand 
in the way of pursuing their valued directions. Importantly, our questionnaire adds a 
quantitative goal-related activity measure by asking clients to indicate how often they 
have done something to move them forward in areas of importance to them during the 
last week. This measure in particular could be a very useful pre-post outcome measure 
because we would expect to see a noticeable increase in valued activities as treatment 
progresses. 


FEEL Record Forms. Following activities that may have elicited fear or anxiety, we ask 
clients to complete FEEL forms. The acronym stands for Feeling Experiences Enriches 
Living. Using FEEL record forms (see chapter 10), clients record the intensity of the 
sensations they experienced, their level of anxiety, how willing they were to experience 
what they experienced, how much they struggled with their experience, and how much 
they tried to avoid it. All ratings are made on a0 to 10 scale with 10 being the maximum 
rating. 


Weekly Valued Life Goal Activities. We also ask clients to use a Weekly Valued Life Goal 
Activities form (chapter 11) to record their goal-related activities for each day of the 
week based on their commitments made in session. Clients record whether they 
engaged in the activities they committed to, how much time they spent on each activity, 
how much anxiety they experienced, how willing they were to have what they 


92 Acceptance and Commitment Therapy for Anxiety 


experienced, and how much they struggled with their experience at the beginning and 
end of each activity. Again, all ratings are made using the same O (low) to 10 (high) 
scale. 


Goal Achievement Record. For each goal clients have set, you can keep track of their 
progress and achievement using the Goal Achievement Record (chapter 11). On this 
form, clients record the date they have set their goal and committed to it. They also 
record the activities necessary to achieve the goal, the date they committed to doing an 
activity, and the actual date on which they completed the activity. 


Summary of Key Concepts 


Human beings have a notoriously difficult time living in the present, and most human 
suffering is a direct consequence of this very problem. This chapter introduced accep- 
tance and mindfulness as means to foster contact with present experiences as they are. 
This stance runs counter to the control and avoidance agenda that clients typically 
engage in to manage their anxiety-related thoughts and feelings. Acceptance is very 
much about choice—running into life, not away from it. It is about living life without 
defense, about choosing not to spend time in a needless and unproductive struggle with 
unpleasant thoughts and feelings, so as to live fully. 

Acceptance opens the door to experience. It loosens the grip of verbal-evaluative 
self-talk that shuts clients off from contact with direct experience, and thus frees them 
to do things with their hands and feet that truly matter to them even if that means that 
their anxiety, worry, unpleasant thoughts, and histories come along for the ride. Young 
children are masters at being open to such experiential knowing—the first taste of ice 
cream, the first sunset, playing, and even direct pain—and only later do these experi- 
ences become tainted with evaluative processes. Such processes, and particularly cogni- 
tive fusion and experiential avoidance, diminish contact with the world and underlie 
various forms of human suffering. Anxiety-related problems are consequences of this 
process, which is why acceptance and mindfulness strategies open the door to living 
better without first having to feel better. 


PART Ill 


ACT TREATMENT 
OF ANXIETY 


CHAPTER 6 


Core Treatment 
Components and 
Therapist Skills 


We are coming to understand health not as the absence of disease, but rather as 

the process by which individuals maintain their sense that life is comprehensible, 

manageable, and meaningful, and their ability to function in the face of changes 
in themselves and their relationships with their environment. 


—Aaron Antonovsky 


In previous chapters, our intention was to lay the groundwork for this chapter and the 
remaining treatment chapters. This background is critical as you begin your journey of 
practicing ACT with persons suffering from anxiety disorders. Arguably, some of the 
earlier material is difficult, even counterintuitive, and requires that you—the thera- 
pist—make a commitment to rethinking some of the tried-and-true assumptions about 
psychopathology and psychotherapy. One of these, as the quote above emphasizes, has 
to do with what constitutes psychological wellness or, more broadly, a life lived well. 
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Hayes, Strosahl, and Wilson (1999) have stressed the importance of struggling 
with the conceptual and theoretical material that underlies good ACT therapy. We 
agree. In fact, if what we said in previous chapters came across as intuitively obvious to 
you, then we would suggest that you go back and reread it, grapple with its conceptual 
and applied implications, and attempt to relate it to your own experience and that of 
the clients with whom you have contact. There is no need to get it right away, so long as 
you commit to the process of understanding. To facilitate this process, our intention 
here is to provide a brief overview of the core components of an ACT approach to the 
treatment of persons suffering from anxiety and other emotional problems. In so doing, 
we also address therapist skills and competencies that underlie good ACT practice, 
described in detail by Strosahl, Hayes, Wilson, and Gifford (2004). The competencies 
we outline are, in some sense, aspirational, meaning that they describe a process of 
behaving in an ACT-consistent fashion. The competencies, therefore, are actions that 
therapists ought to do and work at doing better, not something they have or attain in an 
absolute sense. This is similar to the process of becoming a good writer. Most good writ- 
ers are never satisfied with their writing. Instead, they are humbled by it, trying to do 
better the next time. The same is true of the process of living life well or becoming a 
good therapist. Both are processes that take a lifetime. 


OVERVIEW 


Abraham Maslow defined psychotherapy as the search for value. ACT similarly picks up 
on this theme. Within ACT, actions that get in the way of valued living are conceptual- 
ized as obstacles or barriers, and represent the problems that warrant clinical attention. 
Many such obstacles, as we have said, have to do with clients acting in ways to avoid 
unwanted private experiences. Such actions, in turn, can readily consume one’s life. Fr. 
Alfred D’Souza came to a similar realization, and we share the following comment from 
him to illustrate that ACT is about fostering the development and growth of fully func- 
tioning human beings: 


For a long time it had seemed to me that life was about to begin—real life. 
But there was always some obstacle in the way. Something to be got through 
first, some unfinished business, time still to be served, a debt to be paid. 
Then life would begin. At last it dawned on me that these obstacles were my 


life. 


Within ACT, we certainly do not want our clients to continue to do what has not 
worked for them, or to act in ways that are unworkable. ACT is about helping clients 
recognize that their personal histories, thoughts, feelings, and memories are not obsta- 
cles to living fully and richly. Instead, they are, in a real sense, part of a life lived well. 
The real obstacles to living a valued existence tend to be actions directed at not having 
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aspects of our psychological experience. These actions, in turn, get in the way of living 
and result in needless suffering. An ACT approach to the treatment of anxiety disor- 
ders is very much about loosening the grip of such actions on our clients, thus creating 
space for clients to do what matters most to them. When the fight with anxious 
thoughts and feelings need not be fought, anxiety and fear are no longer obstacles to liv- 
ing. Ultimately, we hope that our clients’ lives will come to be defined by doing more of 
what they consider worthwhile and what is meaningful to them and be less about trying 
to control, avoid, or escape from their fears and anxieties. 


Focus of ACT for Anxiety Treatment 


We noted early on that many obstacles to living are products of human language. 
We evaluate. We judge. We reflect. We plan. Such actions can be directed at ourselves, 
the actions of others, and the world in which we live. So much of human experience is 
laden with verbal-symbolic processes that it is difficult to imagine a nonverbal event in 
human beings. For instance, humans can quite literally beat themselves up in the pres- 
ent because of what they have done in the past or because of past events that may have 
occurred outside of their control (e.g., trauma, poor schooling, bad parenting). With 
the help of language, they struggle with emotional and psychological experiences that 
they do not wish to have (e.g., anxiety, fear, distressing thoughts, memories) and create 
doom and gloom about a future that has not yet happened. Acting solely on the basis of 
such verbally derived constructions, and not actual experiences, unedited and as they 
are, is both a natural human tendency and a potential trap. This natural tendency, 
when taken to the extreme, creates many problems in living. 

Indeed, anxious clients spend a good amount of time engrossed in numerous bat- 
tles to not have their unpleasant psychological and emotional experiences. This is both 
a trap and a fight that cannot be won. This trap, in turn, is what we have referred to as 
the dark side of language, and specifically the fusion of evaluative language with experi- 
ence (i.e., the events that language refers to). You can think of this as a generalized ten- 
dency to react to one’s own evaluations. This tendency, in turn, is often coupled with 
obvious (or subtle) forms of escape and avoidance so as to not have the negatively eval- 
uated experience. Such actions, when rigidly and inflexibly applied, often get in the way 
of living and doing what matters most to clients suffering from anxiety disorders. An 
ACT-based treatment technology seeks to undermine the tendency for anxious clients 
to respond to their evaluations of the world and their private experiences in that world 
in a literal and inflexible way. 

It is simply notoriously difficult to devote substantial portions of time and effort 
each day to avoiding and minimizing anxious feelings and thoughts, while also living life 
fully. Nonetheless, many clients with anxiety problems see such actions as sensible and 
logical solutions to their problems and expect something similar from psychotherapy 
(e.g., alleviation of symptoms = restoration of health = being able to live happily ever 
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after). From an ACT perspective, the attempted solutions, however reasonable and 
sensible, are problems themselves and function to perpetuate anxiety-related suffering 
and human suffering more generally. For this reason, an ACT approach to the treat- 
ment of anxiety-related problems aims at fostering psychological flexibility, experiential 
acceptance, and ultimately movement in the direction of client values and goals. 


ACT Is an Approach to Living Better 


At the core, ACT is about helping suffering human beings live better, which 
means more fully, deeply, and meaningfully. It is about helping our clients use their 
hands, feet, mouths, and minds in the service of goals and values that they care about. It 
is about helping our clients make contact with what they truly care about and doing 
what is important to them. The treatment is not about getting rid of anxious thoughts 
and feelings, nor is it about teaching clients new or more elegant ways to control their 
anxiety. Such strategies are common elements of many cognitive behavioral therapies 
for anxiety problems and only make sense from the perspective that (a) anxiety is a 
problem, (b) anxiety is a cause of human suffering and other life problems, and (c) to 
live a life, one must control or reduce anxiety. An acceptance and mindfulness 
approach to anxiety treatment operates from a different stance: 


m ~~ Anxiety is what it is, in many instances a perfectly adaptive response 
and in other instances a nuisance—either way, it is part of being a fully 
functioning human being. 


m Anxiety is part of living rather than a cause of not living. 


m To live a valued life, one must be willing to take the totality of human 
experience along for the ride. 


Adopting this posture means that one need not struggle to manage anxiety first in 
order to live with meaning and purpose second. Rather, one can live with anxiety and 
have a life that is both rich and meaningful. The focus of an ACT approach to anxiety, 
therefore, is all about fostering the development of fully functioning human beings, 
with an eye on helping anxious clients live consistently with chosen values. Living life 
to its fullest, even in the face of difficulty and hardship, is what most persons ultimately 
associate with a life lived well. To do this, however, requires that clients give up old, 
unworkable strategies, and instead use their hands and feet in the service of living 
better, not simply feeling better. The procedures we describe in part 3 are designed to 
help foster such movement, and are truly about helping our clients spend their precious 
time each and every day doing what is important to them. 
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ACT Is Not a New Bag of Tricks 


Magicians are renowned for their ability to reach into a bag of tricks and pull out a 
new illusion. The effectiveness of the illusion, however, depends not on the trick. 
Rather, it depends on the skill of the magician in the appropriate delivery of the trick to 
achieve the intended illusion. A magic trick in the hands of someone lacking skills in 
the art of illusion will likely not produce the intended effect. The same is true of the 
application of psychosocial treatment technologies, such as the approach we are 
describing here for those suffering from anxiety and other emotional disorders. 

You will recall that ACT is an approach to the alleviation of human suffering and 
the promotion of human growth and value, one with a sound philosophical, conceptual, 
and empirical base. ACT also has a relevant treatment technology. Only recently has 
this technology appeared in the form of treatment manuals and guides (e.g., Hayes, 
Strosahl, & Wilson, 1999; Hayes & Strosahl, 2004). In chapters 7 through 11, we 
describe this technology in detail to facilitate your work with anxious clients. 

One danger in specifying any treatment in manualized form is that one can lose 
sight of the approach and rationale for the treatment, and instead get bogged down in 
the application of the technology and treat the manual like one would a cookbook. We 
strongly urge you not to fall into this trap for two reasons. First, a technology-focused 
approach tends to reduce therapists and psychotherapy to the mere application of treat- 
ment techniques. Accordingly, therapists are nothing more than technicians. Increas- 
ingly, however, we are learning that effective psychotherapy depends on effective 
therapists, not simply the application of intervention technologies. In our view, you will 
be much more effective using the treatment technology we describe herein if you also 
keep your eyes firmly set on the processes you wish to target and the underlying ratio- 
nale for doing so. Second, a technology-focused approach lends itself to excessive rule 
following. Rules are not necessarily bad, even ina psychotherapy context. Yet, we know 
from countless studies that rule-governed behavior tends to result in insensitivity to 
present contingencies, especially those that may contradict the rule. In a therapy con- 
text this means that, by focusing solely on applying the treatment technology just so, 
therapists may become inflexible and insensitive to the unique needs of clients and the 
clinical moments that arise during therapy. 

The effectiveness of any treatment technology depends to a great extent on the 
effectiveness of its delivery. This, in turn, requires a thorough understanding of the stra- 
tegic rationale for use of the technology (i.e., what do you intend to accomplish by using 
a particular intervention component?), as well as skill in its appropriate delivery. 
Throughout the treatment sections, you will find descriptions of the techniques and 
procedures, but also a good bit of information about the conceptual rationale for using 
them. Take time to understand the rationale for the intervention components we 
describe, and work to tailor the intervention to the unique concerns and needs of your 
clients. This individualized approach is good practice anyway, and ought to help you 
work effectively and meaningfully with your anxious clients using an ACT approach. 
Remember, ACT is not a bag of tricks! 
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CORE TREATMENT COMPONENTS AND 
THERAPIST STRATEGIES 


As indicated in chapter 1, one of the best ways to describe the core treatment compo- 
nents of ACT is to break the ACT acronym up into its three functional components: 
Accept, Choose Directions, and Take Action. In the following sections we provide you 
with an overview of how the major goals and components of ACT can be captured by 
this acronym. Apart from competency in understanding the core processes, therapists 
must also have sufficient technical knowledge in selecting and implementing interven- 
tions such as experiential exercises, metaphors, paradoxical strategies, behavioral tasks, 
and home-based practice. After describing each of the core components, we therefore 
also describe some competencies and skills that therapists should develop to deliver 
ACT effectively. There are several therapist postures and skills that are part of typical 
ACT intervention strategies. These therapist actions also are related to the three major 
treatment components. Because such postures are transparent, we simply list them 
under the three core ACT themes in table format. We provide more detailed instruc- 
tions and examples to guide you in the delivery of specific techniques in the treatment 
chapters (7 through 11) that follow. 


Accept What You Have and Cannot Change 


Recall that acceptance is an active process. It is not about passive resignation, nor 
is it about giving up. Rather, acceptance is about acknowledging and connecting with 
who we are (the whole package) while recognizing aspects of our lives that can and 
should be changed and those that need not or cannot be changed. Acceptance is impor- 
tant within ACT because it provides a context for living in and within the world that 
runs counter to the struggle and control agenda that anxious clients are all too familiar 
with. It makes space for doing something different than what has been done in the past. 
To live with purpose and meaning, clients need not first alter unwanted private experi- 
ences. Giving up the struggle to do so paves the way for fundamental life change and 
renewed focus on what can be changed. When clients accept where they are, resisting 
aspects of their psychological experience becomes unnecessary. Acceptance is an ongo- 
ing process that is nurtured and developed within ACT via the following strategies. 


Developing Creative Hopelessness 


Creative hopelessness is a process that comes early on within ACT. The aim is for 
the therapist and client to explore the client’s former solutions to their problems, with 
an eye on how well they have worked (both in the short and long term) and whether 
they are workable at all. Remember, this is not about feeling hopeless. Rather, creative 
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hopelessness is about helping clients make contact with the unworkability of former 
strategies and solutions to their anxiety-related problems. This process is creative and 
empowering because it makes space for clients to do something else that may be more 
workable, while also creating room for clients to act in a manner consistent with what 
they care about. 

The more general objective of this phase is to undermine and weaken the domi- 
nance of what may sound like reasonable and socially acceptable solutions to problems 
(e.g., “Once I feel less anxious, then I will be able to have a more intimate relationship 
with my partner”), while clarifying how those former solutions are, in fact, problems 
themselves. In the process, the therapist addresses what the client wants, what the client 
has tried, and how well those efforts have worked. Therapists need to be mindful of strate- 
gies that denote subtle and obvious signs of unwillingness, struggle, and control of anxious 
thoughts and feelings. Therapists need to alert clients to the consequences of such 
actions in terms of the client’s quality of life, values, and goals. 

The following is a brief example of an excerpt from a therapist and client exchange 
during this stage of therapy. The focus is on understanding what this particular client 
has done to manage her social anxiety. 


Therapist: | You've been suffering from anxiety in social situations for some time. Can 
you tell me what you have tried to do to get over it? 


Client: Well, I’ve tried so many things ... I’m not really sure where to begin. 


Therapist: | How about during a typical week... Tell me some of things you tried last 
week. 


Client: Normally, I just steer clear of people as much as I can. For instance, last 
week I went grocery shopping at 2 A.M. I also screened all of my phone 
calls so that I wouldn’t get caught off guard not knowing what to say. I’m 
pretty messed up. 


Therapist: | How has this worked for you? 


Client: Not well. It’s hard to get things done when you constantly have to dodge 
and weave around other people. I feel like such a freak [tearfully]. It is 
affecting my schoolwork, my job, my whole life. God, I’m twenty-five and 
haven’t had a close relationship with someone other than my family. 


Therapist: | So, a good part of your day is spent steering through a maze of people so as 
to avoid...? 


Client: Being embarrassed, saying something stupid, and then getting all nervous 
and panicky. I just want to feel better. 
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Therapist: So, if I hear you right, you’ve tried several reasonable strategies to cope 
with your anxiety. Now, what does your experience tell you about how 
well these strategies are working for you? Are they helping you live the life 
you want to have? 


Client: Well, sometimes they work, but then the anxiety comes right back again. 
If I could only get a handle on my anxiety, then I think I would be able to 
be more normal. 


Therapist: Is this what you want out of therapy? A way to control your anxiety, a way 
to be more normal and like other people? 


Client: Yes. I want to be like most other people ... you know, normal. 


Therapist: So, if I hear you correctly, you have tried a number of strategies to get a 
handle on your anxiety, and most of them have not really worked. It also 
sounds like your mind tells you all sorts of things ... like you are being 
watched, you might do something embarrassing, that you are a freak, that 
your life is messed up, that most people aren’t like you, and so on. These 
thoughts or concerns keep coming back to haunt you despite your best 
efforts to overcome them. And, you are here with me right now still feel- 
ing miserable. I’d like you to consider the possibility that the sensible 
strategies you have tried up this point may never work the way you want 
them to work. Your mind is telling you they will, but what does your expe- 
rience tell you about everything you have tried up to this point to get a 
handle on your anxiety and your life? Is it working? Is this the way you 
want to live your life? 


Client: No, that’s why I am here. I feel really stuck. 


Creative hopelessness is an ongoing process that is designed to undermine the 
dominance of evaluative language and its relation with actions that on the surface seem 
reasonable, but ultimately keep the client stuck and miserable. If done appropriately, 
creative hopelessness should leave clients with a sense that what they have been doing 
will not work and cannot work, while also fostering a willingness to abandon the old 
change agenda and do something new. That new direction as well as the willingness to 
do something new are the creative parts of hopelessness. The tendency for clients to 
justify their own behavior in cognitive and emotional terms is also explored early on, as 
well as throughout treatment. The same is true of efforts to control, suppress, or elimi- 
nate unwanted anxious thoughts and feelings. The believability of reasons as causes for 
action and inaction are addressed via strategic use of therapeutic metaphors and 
paradoxical statements. 
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Undermining Reason Giving and Literal Thinking 


Recall that many anxious clients tend to justify their own behavior in cognitive 
and emotional terms. “I cannot fly in planes because I might panic” and “I cannot go out 
with friends because I might be embarrassed” are but two examples of reasons that 
implicate undesirable private events as causes of inaction. Such reasonable-sounding 
reasons usually implicate unwanted thoughts, feelings, physical sensations, and memo- 
ries as causes and are supported by family, friends, teachers, employers, and the larger 
social community. Not surprisingly, many anxious clients come to believe their reasons 
and feel compelled to act accordingly. Consequently, it makes perfect sense for anxious 
clients to try to control or eliminate the unwanted causes that are connected with inac- 
tion or action. Thus, to be able to fly in a plane, one must first get a handle on the panic. 
This is the more general system that an ACT approach seeks to undermine. 

Defusion strategies that weaken the literal meaning of language and its connec- 
tion with the self and behavioral actions include use of metaphor, stories, and paradoxi- 
cal statements (e.g., the only way to change is to first accept what is). Metaphors are 
nothing more than stories. Because they cannot be taken literally, they allow clients to 
make experiential contact with an aspect of their experience that may be frightening for 
them to contact directly. In so doing, they help create distance between the client and 
how they are approaching their anxiety, while also opening the door for new solutions 
to emerge. Studies have shown that figurative metaphorical language is emotionally 
more meaningful, and hence more likely to impact a person’s overt behavior, than 
straightforward rational-logical talk (Hayes & Wilson, 1994; Samoilov & Goldfried, 
2000). Similarly, in a study with preschool children comparing metaphorical with literal 
relaxation instructions, we found that the children unequivocally preferred metaphors 
over literal instructions (Heffner, Greco, & Eifert, 2003). This may also be one of the 
reasons why, for centuries and across different cultures, authors have used fairy tales to 
teach values (“the moral of the story”) to children and adults instead of simply telling 
their audience what to do or refrain from doing. 

The therapeutic goal of defusion strategies is not to confuse clients. Rather, the 
intent is to weaken the fusion of language, experience, and behavioral actions, particu- 
larly when it involves thoughts and feelings that cannot and need not be changed in 
order to live a life with meaning and purpose. Ina sense, the goal is to weaken the domi- 
nance of what the mind says “is” or “ought” to be, and instead allow the client to experi- 
ence directly and fully what is, for what it is, while doing what matters to them. Clients 
are not their disorders. Anxiety is not bad. One can live richly and meaningfully with a 
full range of psychological and emotional content. 


Experiencing Anxiety with Acceptance 
Experiencing anxiety from a kind, open, and accepting posture is probably the last 


thing that any anxious person would come to expect from a psychosocial intervention. 
Yet, this posture is precisely the stance that an ACT approach to the treatment of 
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anxiety problems seeks to establish. Acceptance, you will recall, is antithetical to the 
struggle and control agenda that anxious clients know all too well by the time they enter 
therapy. At the core, acceptance represents a deliberate and courageous stance on the 
part of a client to approach aspects of their psychological experience (the good, the bad, 
and the ugly) as they are, fully and without defense. The goal is not to create priestly cli- 
ents, but to create fully functioning human beings who are intimately in contact with 
the world of their experience. Acceptance is about experiencing what is, for what it is, 
while not acting on the experience to change it—particularly when the experience can- 
not and need not be changed. Somewhat paradoxically, this stance allows clients to be 
where they are and who they are, and thus defuses the tendency to do something about 
their thoughts and feelings. 

Please note that developing and nurturing acceptance is an ongoing learning pro- 
cess that requires a good deal of experiential practice and commitment. Mindfulness 
techniques, including experiential exposure-like exercises, are included throughout the 
treatment sections as a means to help clients learn to be with anxious thoughts and feel- 
ings in an accepting and willing manner and to foster an acceptance posture more gen- 
erally. As we have stressed, acceptance of anxiety is itself not a therapeutic goal, but a 
process that frees clients to work toward living consistently in the direction of valued 
goals. 

Table 1 lists a number of therapist strategies and behaviors that can foster the 
development of greater acceptance and willingness (We have adapted this table from a 
more comprehensive list provided by Strosahl et al., 2004). These skills are related to 
inducing creative hopelessness and undermining experiential control, fostering 
defusion of language from experience, and developing an observer self that is focused on 
making contact with the present moment in a nonjudgmental fashion. 


TABLE I. THERAPIST (T) STRATEGIES FOR 
DEVELOPING ACCEPTANCE AND WILLINGNESS 


Undermining Experiential Control 


=m T helps client detect emotional control strategies and examine direct experience 
instead. 


m T helps client make direct contact with paradoxical effect of emotional control 
strategies. 


= T detects client emotional control attempts in session and teaches clients also to 
detect them. 


= T uses concept of “workability” to help clients evaluate costs of experiential avoid- 
ance and control efforts. 


= T communicates that client is not broken, but is using unworkable strategies. 
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T actively encourages client to experiment with giving up the struggle for emo- 
tional control and suggests willingness as an alternative. 


T helps client investigate relation between levels of willingness and sense of 
suffering. 


T helps client make experiential contact with cost of being unwilling to reach 
valued life goals. 


T uses exercises and metaphors to help client contact willingness—the action—in 
the presence of difficult material. 


T identifies client’s emotional, cognitive, behavioral, or physical barriers to willingness. 
T structures graded steps or exercises for client to practice willingness. 


T models willingness in the therapeutic relationship. 


Undermining Cognitive Fusion 


T helps client defuse experience from evaluations and directs attention to the 
present moment. 


T actively contrasts what the client’s mind says will work with what the client’s 
experience says is (not) working. 
T uses language tools (e.g., get off “buts”), metaphors, and experiential exercises to 


create a separation between the client’s actual and conceptualized experience. 


T uses various exercises, metaphors, and behavioral tasks to reveal the “hidden” 
properties of language that can serve as traps and blind alleys for the client. 


T suggests that “attachment” to literal meaning and evaluations of experiences 
makes willingness difficult to sustain. 


T helps client elucidate the client’s own “story” and helps client make contact 
with the arbitrary nature of causal relationships within the story. 


T helps client make contact with the evaluative and reason-giving properties of 
the client’s story (e.g., no thing matters). 


T detects “mindiness” and fusion (e.g., intellectualizing, evaluating, judging, rea- 
son-giving) in session and teaches the client to detect such mind games as well. 


Developing Observer Self: Getting in Contact with the 
Present Moment 


T teaches client to just notice events with simple awareness and without evaluat- 
ing content. 


T helps client separate self-evaluations from the self that evaluates (e.g., “thank 
your mind for that thought,” calling a thought a thought, labeling thoughts or 
sensations). 
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= T employs metaphors and mindfulness exercises to help client make contact with 
self-as-context (“observer self’). 


m T helps client experiment with “having” and observing these experiences, using 
willingness as a stance. 


= T detects client drifting into past and future, and models coming back to present 
moment. 


Choose Valued Life Directions 


The verbal-evaluative traps we have been describing all along, coupled with expe- 
riential avoidance and escape, tend to mask clients’ ability to choose and follow a life 
direction that is important to them. An ACT approach is very much about removing 
these and other blinders to reveal what clients are capable of doing already—namely, 
defining a life direction (Wilson & Murrell, 2004; Dahl et al., 2004). In fact, when you 
strip away client concerns about the past, anxieties about undesirable emotional or cog- 
nitive content, distress about unwanted bodily states, and the like, what you are left 
with is a human being with a life that is not working. The overarching aim of ACT is to 
redirect attention and effort away from futile and costly goals (e.g., diminishing 
unpleasant thoughts or feelings) toward actions that define, ina real sense, what clients 
wish their lives to stand for. Everything that we describe within our treatment approach 
is, at its core, about helping clients clarify how they wish to live their lives, and helping 
them to do just that. Actions that get in the way of value-driven choices are, therefore, 
viewed as barriers to living and targets of our therapeutic efforts. These hooks or traps 
are assessed and brought out on the table throughout treatment, as they can readily get 
clients sidetracked and stuck back in the same old struggle and control agenda that 
ultimately brought them into therapy to begin with. 

Table 2 lists some therapist strategies and behaviors related to helping clients 
choose and define their valued directions and their life goals related to such values (see 
also Strosahl et al., 2004). More details on specific techniques are provided in chapters 


9 and 10. 


TABLE 2. THERAPIST (T) STRATEGIES FOR CHOOSING 
AND DEFINING VALUED DIRECTIONS 


m T helps client clarify valued life directions by means of values worksheet and other 
exercises (e.g., Valued Directions and Values Compass worksheets). 


m T helps clients commit to what they want their lives to stand for and make therapy 
about that. 
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m T teaches client to distinguish between values and goals. 
= T puts own therapy-relevant values in the room and models their importance. 


m T respects client values and, if unable to support them, finds referral or other 
alternatives. 


Take Action 


Choosing a valued direction is the first step on the road toward living well. It is an 
important and necessary step, but choosing is not enough. Ultimately, values are 
defined by what people do, not simply by what they say they want their lives to stand for. 
For instance, if a person values being a loving spouse, then we would expect that person 
to take actions that are consistent with loving behaviors toward their spouse. Saying “I 
love you” now and then is one such action, but it is not enough. We must show that we 
love others by what we do with our hands and feet. So many human actions can be 
plugged into this basic format. Values are defined, in a very real sense, by what we spend 
our time doing. Coming to terms with this truism can be a painful pill to swallow. 

Alcoholics, for instance, exert an enormous amount of time and effort (and 
money) each day to obtain and ingest alcohol. In a sense, one could say that an alco- 
holic values drinking and the high that comes along with it. Their lives are consumed by 
it, and not surprisingly the life of the alcoholic typically suffers as a consequence. The 
struggle, control, and avoidance trap that many anxious clients find themselves in is 
similar in many respects to the life of the alcoholic. The lives of anxious persons tend to 
revolve around their anxieties, fears, and related physical sensations and thoughts, and 
particularly around not having them. Judging by what most anxious clients do, one could say 
that they enter therapy with a life defined by the value of not having anxiety. Here, it is impor- 
tant to note that anxious clients should not be faulted for acting in this manner. The 
problem is that the more important facets of their lives typically suffer as a consequence. 
No anxious client would wish their tombstone epitaph to read, “Jane spent twenty years 
of her life in the service of not having panic attacks, and died without winning the 
fight.” The approach we describe is designed to help clients get their hearts and minds 
firmly fixed on what matters to them. This is why we first help clients clarify their values 
and how they want to live their lives. The second, more important objective is to help 
them start putting those words into action. 

Recall that most value-guided action is not an all-or-none affair (i.e., you achieve 
it or you don’t). Rather, valued living is about making a commitment to take small 
actions that are consistent with what one cares about. It does not matter whether values 
focus on being a good parent or a loving spouse, eating well, helping others who are less 
fortunate, taking care of the environment, or being a good neighbor or citizen. What is 
important is that clients take actions that move them in the direction of what they 
value, while recognizing that valued living is a process that has no clear end point. 
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Living consistently with values, therefore, often requires small actions each and every 
day. For clients with anxiety disorders, this almost invariably means engaging in behav- 
ior that they previously avoided because it was associated with anxiety. These actions, 
over time, add up to what most people would consider a life lived well. Our experience 
from working with clients tells us that, over time, anxiety will not be as much of an issue 
for clients anymore, either because it weakens in frequency or intensity as a result of 
“naturalistic,” value-driven exposure exercises, and/or because it becomes less 
important to clients relative to the pursuit of goals. 

Note that the commitment to engage in small actions on the road to valued living 
is itself a value. It implies caring and respect for oneself and the courage to live as one 
would wish to live. To facilitate such movement, behavioral activation is a key compo- 
nent in later sections of the treatment, and we encourage you to implement this 
approach with coaching, compassionate encouragement, and as much humor as possi- 
ble. Remember that values are neither good nor bad. They are defined by actions. These 
actions will be idiosyncratic for each client you see in therapy. 

Table 3 lists several therapist strategies and behaviors related to helping clients 
build patterns of committed action toward valued life goals and for maintaining such 
action in the face of setbacks and adversity (see also Strosahl et al., 2004). 


TABLE 3. THERAPIST (T) STRATEGIES FOR BUILDING 
PATTERNS OF COMMITTED ACTION 


=~ T helps client build an action plan based upon identified life values. 


= T encourages client to take small steps and to look at the quality of committed 
action. 


E T encourages client to move with barriers and to make and keep commitments. 


= T uses exercises and nontraditional uses of language to reveal hidden sources of 
interference to committed actions. 


= T integrates slips or relapses into the ongoing process of recommitting to future 
effective action. 


CORE COMPETENCIES IN THE BASIC ACT 
THERAPEUTIC STANCE 


In the previous section, we identified a number of specific competencies and skills that 
therapists should develop to deliver ACT effectively. The following section describes 
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basic therapist competencies and behaviors that characterize an ACT-consistent thera- 
peutic stance (see also Strosahl et al., 2004). Like many treatment traditions, ACT 
emphasizes the importance of therapist warmth and genuineness, but it also emphasizes 
the importance of compassion. This stance is an especially important factor for good 
ACT practice. It emerges quite naturally from the core understanding of human suffer- 
ing from an ACT perspective. When we see our clients trapped by language and pat- 
terns of experiential avoidance, we also see ourselves and the traps that generate our 
own pain. An “I and thou” perspective is the natural precipitant of this recognition. The 
basic psychological stance of the ACT therapist involves being able to make contact 
with the “space” from which ACT naturally flows, as well as modeling psychological 
flexibility that we seek to help our clients to (re) gain. 

What follows here is a summary of core competencies of an ACT therapeutic 
stance as outlined by Steven Hayes, Kirk Strosahl, and Kelly Wilson in consultation 
with a group of therapist trainers of ACT that we are a part of (a detailed account of 
these competencies can be found in Strosahl et al., 2004). Though still in development, 
the following features capture much of the essence of an ACT therapeutic posture and 
what it means to do ACT therapy. These competencies and postures relate to the core 
therapeutic processes, the effective delivery of ACT itself, and all stages and aspects of 
the therapy. Therapists should make an effort to return to this section often, as it is 
quite easy to fall back on a non-ACT-style therapeutic posture. We encourage you to 
spend some time with the material that follows here. Think about it and apply it. Play 
with it. 


= Being Compassionate—The therapist realizes that he or she is in the same soup as the 
client and speaks to the client from an equal, vulnerable, genuine, and sharing point of 
view. Consequently, the therapist takes a compassionate and humanizing stance toward 
the client’s suffering and avoids criticism, judgment, or taking a one-up position. 


This is by far the most important point, and we cannot overemphasize its signifi- 
cance. It is easy to use the procedures outlined in this book from a dominating, control- 
ling, one-up position rather than from a compassionate, caring, equal-level position. 
For instance, therapists can easily slip into using metaphors in an examlike fashion by 
testing whether the client “got it.” This is not helpful, and clients sense that they are 
being put on the spot and in a one-down position. If you sense a lot of resistance from a 
client, then you are probably violating this most basic rule. ACT is not about convinc- 
ing clients that your analysis is the correct one. It is not about replacing one set of beliefs 
(“Anxiety must be controlled”) with another set (“Controlling anxiety doesn’t work 
and only makes things worse”). It is about making contact with suffering—one human 
being to another—so as to help facilitate fundamental change. 


m= Applying Techniques in a Creative, Flexible Manner—The therapist tailors inter- 
ventions to fit the client’s language and immediate life experience and avoids the use of 
“canned” ACT interventions. The therapist sequences and applies specific ACT inter- 
ventions in response to client needs and experiences, and is ready to change course to fit 
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those needs at any moment. For instance, new metaphors, experiential exercises, and 
behavioral tasks are allowed to emerge from the client’s own experience and context. 


This point is about flexibility and tailoring the intervention to fit the unique needs 
of your clients—a point we have stressed several times already. Metaphors, for example, 
are nothing more than stories that can help in not taking the mind literally. They 
should not be delivered in a canned fashion. Instead, embellish them, tweak them, and 
modify them as appropriate, depending on the client’s responses to them. In fact, clients 
typically comment on metaphors by expanding or otherwise modifying them. This is a 
good sign that clients are actively engaged in therapy. Your task as a therapist is to run 
with such comments and modifications and spin them along the path your client points 
out to you. Do not fall into the trap of somehow correcting client changes and getting 
them to revert back to your version or the one you read in this book. Changes made by 
clients are probably reflective of their experience and, as such, are more valuable and 
powerful therapeutically than anything you could ever make up yourself. 


m Modeling Acceptance and Willingness—The therapist models acceptance of experi- 
ence and willingness to hold contradictory or difficult ideas, feelings, memories, and the 
like without needing to resolve them. 


Many therapeutic traditions see resolution of internal conflict as a goal. Not so 
with ACT. It is quite natural for human beings to experience multiple contradictory or 
difficult ideas. Our natural tendency is quite often to seek some sort of resolution. This 
is unnecessary from an ACT stance. Recall that we are trying to foster experiential 
openness and willingness in our clients. As such, therapists should model what they are 
asking of their clients in session. This means that you let clients experience contradic- 
tory or difficult ideas for what they are, while resisting the temptation to resolve appar- 
ent conflicts for the client. These facets of human experience are quite normal. Difficult 
ideas need not be interpreted, fixed, or resolved. Help clients experience them for what 
they are. 


m Focusing on Client Experience—The therapist always brings the issue back to what 
the client’s experience is showing, and does not substitute his or her opinions for that genu- 
ine experience. 


Opinions are simply another form of verbal evaluative behavior that can get in the 
way of experiential knowing. This is particularly important in the context of creative 
hopelessness, where one goal is to facilitate the client making contact with the 
unworkability of the change agenda. We want clients to contact fully the experience of 
their experience, unedited, as it is. We are aiming to foster psychological flexibility and 
less rule-governed behavior, while promoting more experiential, direct contingency- 
shaped behavior. Clients already have more than enough opinions about their experi- 
ences and what needs to be done about them. We do not need to add to that with more 
opinions. 


Core Treatment Components and Therapist Skills III 


m No Arguing, Persuading, or Convincing—The therapist does not argue with, lecture, 
coerce, or attempt to convince the client of anything. If you find yourself attempting to 
change a client’s mind, please stop, because you are not doing ACT. 


Remember that ACT is not about who is right or wrong and not about convincing 
the client that your analysis is somehow superior to the client’s. It is not about replacing 
one rule (“Anxiety must be controlled”) with another one (“I can be anxious and do 
what I want to do”). ACT is much more radical, and it aims at a more fundamental 
change. ACT questions the dominance of language and rules, particularly when they do 
not work for an individual. ACT is not about what you think as a therapist. It is about 
workability—what works for the client and what does not. It is about not buying into 
anyone’s mindiness, including that of the therapist. This is why ACT therapists say 
seemingly odd things like, “Don’t believe what I tell you” or “Don’t listen to my mind.” 
Instead, we want clients to pay attention to their own experiences, because all of the 
solutions are right there. So when you find yourself lecturing, or even arguing with your 
clients trying to convince them of anything, you are on the wrong track. Do not try to 
“sell” ACT—there is no need for that. Instead, return to the client’s experience with 
past solutions and let them experience how well those solutions worked. Also, ask 
whether a particular solution that clients are considering now is likely to bring them 
closer to their life goals or farther away from them. 


= No Explanations or “Cognitive Insight”—The therapist does not generally explain the 
“meaning” of paradoxes or metaphors to develop insight. 


Remember that one goal of using paradox and metaphor is to loosen rigid and 
inflexible verbal regulation of client behavior. Explanations are simply more verbal 
behavior that can undermine the process of loosening verbal regulation. What we 
would like to see is a client relating to their experiences differently via paradox and met- 
aphor. No detailed explanation of the metaphors is required for this to happen. It is 
sufficient for the therapist and client to discuss the client’s reactions to the metaphor 
and its message for them. After clients see a point, it is also common to help them state 
it verbally. Insight, or a sense of distance and perspective, may come as clients discover 
that their quality of life is starting to improve when they don’t always do what their 
mind tells them to do. However, such insight is not a requirement for meaningful 
change to come about. 


m Therapist Self-Disclosure—The therapist is willing to self-disclose about personal 
issues when it illustrates a therapeutic point. 


This point should be obvious to most seasoned therapists. Judicious use of self- 
disclosure helps to convey to the client that you, as a therapist, are human and hence 
suffer and at times struggle. This, by the way, may include disclosure about your experi- 
ences in session that occur as a function of what the client may say or do. For instance, 
you may experience certain thoughts or emotions as a function of what a client says or 
does in therapy. Depending on the context, it may be appropriate to acknowledge that 
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experience as it is (e.g., “I am experiencing sadness in response to what you just 
said...”). Such disclosure can help foster a close therapeutic working relationship, while 
modeling the appropriateness of being honest and open about oneself and one’s own 
experiences and personal history. 


m Focus on Clinically Relevant Behavior—ACT-vrelevant processes are recognized in 
the moment and, where appropriate, are directly targeted in the context of the therapeutic 
relationship. 


It goes without saying that clients seek therapy because of problems they are hav- 
ing in the world outside of therapy. They do not normally seek therapy because of prob- 
lems that occur in therapy. Nonetheless, it is easy for therapists to focus on problems 
clients are having outside of therapy, while failing to see clinically relevant behaviors 
and processes as they show up during therapy. Some client actions in session are clini- 
cally relevant and, when they occur, therapists should recognize and support them. The 
same is true of clinically relevant processes that you wish to influence. This approach is 
characteristic of Functional Analytic Psychotherapy (FAP; Kohlenberg & Tsai, 1991), 
and it is common for ACT therapists to use FAP methods to target clinically relevant 
behaviors that occur in session. Fusion, evaluation, avoidance, escape, and reason giv- 
ing are a few general processes that will likely show up in session as you work with anx- 
ious clients. There is no better way to shape and influence such clinically relevant 
behavior and processes than doing so directly, gently, and in the moment when they 
occur during therapy (for a more detailed description of techniques, see Kohlenberg & 
Tsai, 1991). 


OVERVIEW OF THE TREATMENT PROGRAM 


Before outlining the treatment program in the chapters that follow, let us provide you 
with an overview of the goals and main components of the program on a session-by- 
session basis. 

The ACT treatment program for anxiety disorders we outline in this book consists 
of twelve sessions lasting approximately one hour each. By placing the treatment in this 
twelve-session format, with suggested time limits for the various sections, we do not 
wish to imply that you must implement the program that way. Both number of sessions 
and the suggested time limits for sections are meant to be a guide. With some clients 
you might be able to move a bit faster, whereas with others you may need more sessions 
and more time to accomplish what you and your client need to do. There is nothing 
wrong with taking longer, and we caution you not to rush through the treatment. 
Humans are organisms with a history. The processes that are being worked on here 
have long histories of development that cannot be undone quickly or superficially. 
Also, short of a lobotomy, humans do not get rid of previously established automatic 
functions so much as they add new ones (Wilson & Roberts, 2002). It takes time for this 
new learning to occur and consolidate. 
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Session 1 seeks to provide clients with a general understanding of the nature and 
purpose of anxiety and what can make anxiety become disordered. The session also 
introduces clients to the active, experiential, and participatory nature of this treatment 
and its emphasis on living a rich and meaningful life rather than focusing on anxiety 
reduction. 

Sessions 2 and 3 review and evaluate the strategies clients have used in the past to 
cope with anxiety. The goal is to undermine the client’s anxiety control agenda and cre- 
ate an ACT-specific treatment motivation (creative hopelessness) by letting clients 
experience (a) the unworkability and futility of past avoidance and control efforts and 
(b) that nothing will change unless clients are willing to do something differently about 
and with their anxiety, and hence how they are living their lives. Session 3 introduces 
the notion of value-driven behavior as an alternative to managing anxiety. 

Sessions 4 and 5 focus on acceptance and mindfulness as ways of learning to 
observe unwanted anxiety-related responses fully for what they are. The goal is to pro- 
vide clients with more response options when experiencing anxiety—that is, to broaden 
the client’s current narrow set of responses (e.g., escape, avoidance, suppression) so as 
to make responding more flexible. Clients also learn to differentiate what they can con- 
trol from what they cannot control in their lives. Sessions 4 and 5 continue to develop 
and affirm valued living as an alternative to the anxiety management and control 
agenda. This alternative agenda functions to help clients focus on what really matters in 
their lives by choosing valued directions and by identifying specific goals as well as 
potential barriers. In sum, Sessions 1 through 5 are designed to create a more flexible 
acceptance-oriented context that sets the stage for the remaining treatment sessions, 
where clients learn to be and move with anxiety from a mindful observer perspective 
while engaging in value-driven action in their natural environment. 

Sessions 6 and 7 introduce in-session experiential exposure exercises, defusion, 
value-guided action, and making commitments to move in valued life directions. 
In-session exposure exercises are designed to let clients practice mindful observation, 
acceptance, and cognitive defusion in the presence of anxiety-related responses. They 
are to be done initially in a safe environment with the guidance of the therapist. Cogni- 
tive defusion techniques do not target the content or validity of clients’ negative evalu- 
ations (of themselves, their reactions, thoughts, histories, etc.), only the process of 
evaluating itself. That is, these techniques teach clients to respond to their experience 
as it is rather than to the evaluation of their experience. The goal of these in-session 
exercises is to foster a new stance when anxiety-related responses show up while engag- 
ing in real-life client-chosen activities that move them in the direction of their values. 
Anxiety reduction is not a stated goal. It is, however, likely to occur as a by-product of 
in-session and between-session exercises. 

The remaining portions of treatment (Session 8 and beyond) focus on movement 
forward and doing. Behavioral activation is used here to assist clients in doing what 
matters most to them, with particular focus on making and keeping value-guided com- 
mitments, as well as moving with barriers to valued action. Although our treatment 
program differs in several important respects from the mindfulness-based cognitive 
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therapy program for depression developed by Segal and colleagues (2002), one of the 
core skills to be learned in the ACT program is very similar to theirs: how to step out of 
and stay out of self-perpetuating and self-defeating emotional, cognitive, and 
behavioral avoidance routines: 


Letting go means relinquishing involvement in these routines, freeing one- 
self of the aversion driving the [routines]— it is the continued attempts to 
escape or avoid unhappiness, or to achieve happiness, that keep the negative 
cycles turning. The aim of the program is freedom, not happiness, relaxation, 
and so on, although these may well be welcome by-products. (Segel et al., 
2002, p. 91) 


Summary: ACT as a Core Process Approach 


There is a clear link between ACT components and core clinical processes and targets 
for treatment. For this reason, we reemphasize that ACT is not another or more sophis- 
ticated bag of tricks that contains lots of nifty techniques such as cute metaphors and 
playing with Chinese finger traps. It is fundamentally different because its choice of 
treatment targets is based on identified dysfunctional processes that underlie anxiety 
disorders and psychological suffering more generally. Rather than narrowly focusing on 
symptom reduction and control, ACT instead focuses on life-expanding targets: weak- 
ening experiential avoidance and client efforts to reduce or control their anxiety, loos- 
ening the dominance of verbal and evaluative forms of behavior, promoting 
psychological and experiential flexibility, and fostering actions that move clients in the 
direction of their values. This is what ACT therapists mean when they say in an uncan- 
nily simple fashion, “ACT treatment is not about anxiety symptoms—it’s about life and 
what the client wants it to stand for.” 


CHAPTER 7 


Psychoeducation and 
Treatment Orientation 


Session | 


Your life is a sacred journey. And it is about change, growth, 

discovery, movement, transformation, continuously expanding ‘your 

vision of what is possible, stretching your soul, learning to see clearly 
and deeply, listening to your intuition, taking courageous challenges at 

every step along the way. You are on the path ... exactly where you 
are meant to be right now... And from here, you can only go forward, 
shaping your life story into a magnificent tale of triumph, of healing, of 

courage, of beauty, of wisdom, of power, of dignity, and of love. 


—Caroline Adams 
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GOALS AND THEME 


Session | has four goals: (1) to establish good rapport with clients; (2) to provide clients 
with a general understanding about the nature and function of anxiety; (3) to introduce 
clients to the active, experiential, and participatory nature of this treatment; and (4) to 
gently introduce value-driven action in real life as the primary treatment goal, while 
being sensitive to the goals of clients which, at this stage, probably still focus on anxiety 
reduction and symptom control. 

This first session is designed to lay the groundwork for what will come. A good 
portion of it is devoted to developing rapport and dispelling common misconceptions 
about fear, anxiety, and psychotherapy more generally (e.g., anxiety is bad, psychother- 
apy is about fixing symptoms). Anxiety and fear are adaptive in many circumstances, 
and they need not be monsters. They are part of the totality of human experience and 
only become monsters, and hence disordered, when we act to avoid and escape from 
them. It follows that the goal of this treatment is about living a rich and meaningful life, 
fully and without defense. 

Therapy is framed as an opportunity to learn and practice new and more flexible 
ways of responding when experiencing anxiety. The basic idea is for clients to learn 
ways of no longer letting anxiety be an obstacle to doing what they want to do. Accord- 
ingly, the therapist commits to making treatment all about what clients really care 
about and what matters most in clients’ lives—it is about helping clients accept what 
needs to be accepted and change what can be changed to make meaningful changes and 
life improvements. 


Session Outline 
I. Introductory Information (5 min.) 


2. Initial Problem Discussion (5 min.) 


= Ratings of Distress and Disablement form 


3. Nature and Function of Normal Fear and Anxiety (15 min.) 
=m What Are Fear and Anxiety? 
m What Is the Purpose of Anxiety—Is It Good for Anything? 
m Are Anxiety and Fear Dangerous? 


= How Pervasive Are Problems with Anxiety and Fear? 
4. How Has Anxiety Become a Problem in the Client’s Life? (10 min.) 


5. Treatment Focus/Goal and Therapist Commitment (10 min.) 
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6. Acquisition of New Skills Through Direct Experience (5 min.) 
7. Centering Exercise (5 min.) 
8. Rationale for Experiential Life Enhancement Exercises (5 min.) 
a Experiential Monitoring Forms 
9. Session Materials and Handouts 
= Ratings of Distress and Disablement form 
= Living in Full Experience (LIFE) form 
= Daily ACT Ratings form 
Agenda 


l. Introductory Information (5 min.) 
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Spend a few moments with general introductions and procedures, covering the 
following issues: 


Initial discomfort is natural and usually subsides as the client becomes 
familiar with the process of therapy. 


All information will be kept confidential, although you are obligated to 
inform when a client poses a danger to self or others; also indicate 
whether sessions will be audio- and videotaped for purposes of supervi- 
sion and training. 


Provide client with twenty-four-hour emergency numbers. 


2. Initial Problem Discussion (5 min.) 


At this point, the therapist should refer to the information gathered from the cli- 
ent’s initial contact or intake form and ask them what primarily brought them to ther- 
apy. Ask clients about the area of fear and anxiety that is currently most distressing and 
disabling and has been a major concern for at least a month. Ask clients to describe a 
recent episode of fear or panic attacks, phobic anticipation or worry about events in the 


future, and avoidance or escape behavior in relation to the episode. Avoid lengthy 


symptom descriptions or presentations of the history of their disorders. 


Discuss each of the main anxiety domains (social phobia, post-traumatic stress 


disorder, panic disorder/agoraphobia, generalized anxiety disorder, specific phobias, 


obsessive-compulsive disorder) with your clients using lay descriptions of the major 
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anxiety disorders rather than the DSM labels. Focus on how much they are distressed by 
each one and how much each one interferes with their life functioning, using the 0 to 8 
scale shown below (the form is also available on the enclosed CD). Facilitate client rat- 
ings of distress and disablement by prompting them to consider issues such as how much 
of the day they are preoccupied with a specific set of anxiety problems, how much their 
daily life is influenced by anxiety problems, how much they are prevented from doing 
what they want to do because of anxiety, and how frequently they experience acute 
anxiety and fear in relation to each area of anxiety. Therapists should write the numeric 
ratings on the form rather than handing it to clients. 


RATINGS OF DISTRESS AND DISABLEMENT 


0 1 2 3 4 5 6 7 8 
Not at all Mildly Moderately Strongly Extremely 
Domain Distress (0-8) Disablement (0-8) 


Social Anxiety 


Post-traumatic stress disorder 


Panic disorder/agoraphobia 


Generalized anxiety disorder 


Obsessions and compulsions 


Specific phobias 


3. Nature and Function of Normal Fear and Anxiety (15 min.) 


The purpose of this section is to help clients understand the nature and function 
of normal anxiety and what can make anxiety become “disordered.” Therapists should 
explain to clients that this early part of therapy will be fairly “educational,” meaning 
that you will be talking and explaining a lot and looking for input from the client as you 
go along. Below we only summarize the information to be covered in this section. Please 
refer to chapter 2 for a more detailed account of these topics. 

Start by asking the client to describe what fear, or being afraid, is like for them. 
Here you will be looking for three components that we think of as comprising the emo- 
tions fear and anxiety, namely physiological sensations (e.g., heart flutters, sweating, 
dizziness, blurred vision, shortness of breath, tension), cognitive aspects (or what cli- 
ents think when they are afraid), and overt behavior (i.e., what clients do during and 
immediately following an episode of fear or anxiety, such as escape or avoidance). For a 
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more detailed account of this “triple-response mode” view of anxiety, see Eifert and 


Wilson (1991). 


What Are Fear and Anxiety? 


Recall that fear is characterized by an abrupt and acute surge of the sympathetic 
branch of the autonomic nervous system, accompanied by wide-ranging and intense 
physiological sensations (e.g., increased perspiration, rapid heartbeat, breathlessness, 
dizziness) and a powerful action tendency to fight or flee from perceived or real environ- 
mental and bodily signs of threat or danger (see Barlow, 2002). Fear is a present- 
oriented mood state that occurs in response to real or imagined danger or threat. In 
many circumstances, fear is perfectly adaptive because it motivates and mobilizes us to 
take action. Anxiety, by contrast, is a future-oriented mood state that is accompanied 
by anxious apprehension, worry, and heightened and sustained activity of the sympa- 
thetic nervous system (e.g., increased muscle tension, chest tightness). We are typically 
anxious about something that may happen in the near or distant future. 

Use the client’s descriptions of their fear and anxiety experience to outline the dif- 
ference between fear and anxiety. Have them take an example of their fear and turn it 
into anxiety and vice versa. For instance, a panic attack is a good example of fear, 
whereas worry about a future attack represents anxiety. The response one might experi- 
ence while recalling a traumatic memory may be close to fear, whereas worry that the 
memory might resurface again characterizes anxiety. Worry about a house fire is anxi- 
ety, whereas being in your home while it is burning to the ground is fear. The reaction to 
seeing a bear in the woods is fear, whereas worrying about the possibility of seeing a bear 
in the woods at some later date is anxiety. 


What Is the Purpose of Anxiety—Is It Good 
for Anything? 


Most clients with anxiety problems will have a hard time thinking about the pur- 
pose of anxiety, let alone answering the question of what it may be good for. After all, 
anxiety is aversive, and aversive events cause suffering, right? Your client’s own pain 
and suffering over their anxiety will tell them as much. So they may rightly ask, how 
could anxiety be good for anything? 

Take a moment to explore the practical benefits of anxiety and fear. Ask clients 
whether they can think of instances in their lives where they or someone close to them 
experienced fear and this reaction, in turn, helped them stay alive, safe, and out of trou- 
ble. Most clients will be able to remember at least one of those situations. If not, you can 
give one or two examples from your own life. The examples will probably show that fear 
made them take some type of defensive or offensive action when their health or safety 
appeared to be threatened. This can help clients discover that responding to real 
threats with fear, and at times anxiety, allows appropriate action. Both tendencies have 
worked well for us as individuals and as a species because without such fear-induced 
actions, we would probably not have survived. 
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Also, the beneficial effects of moderate amounts of anxiety and worry have been 
known for a long time (Yerkes & Dodson, 1908). These emotions help motivate us to 
respond to real and potential threats, and to take action to manage our day-to-day lives 
(e.g., health, job, future tasks/plans). In this sense, fear and anxiety are motivational. 
Note also that the three components of fear and anxiety (physical sensations, thinking, 
and doing) are not unusual or disordered—we feel, think, and do things all the time. It 
would be hard to imagine living without these three aspects of human experience. 


Are Anxiety and Fear Dangerous? 


To address the common question of whether anxiety and fear are dangerous, 
return to the discussion on the adaptive benefits of fear and anxiety. Though the temp- 
tation may be great, do not simply reply with no to this question and move on. Remem- 
ber that most clients have come to view anxiety and fear as dangerous in some way. For 
this reason, it is important to reiterate that there is nothing disordered about emotions 
such as anxiety and fear. They are perfectly adaptive and are not dangerous by them- 
selves. We all have the human potential within us to be extremely anxious, fearful, and 
sad. We also have the potential to be joyous, full of life, and at peace with ourselves and 
the world we live in. 

Anxiety and fear typically become dangerous if we are unwilling to experience 
them, and thus live in the service of our avoidance of this facet of what it means to be a 
fully functioning human being. Hence the danger of anxiety and fear is not that we have 
them or that we have too much of them. Anxiety and fear become dangerous when we 
let such emotions rule our lives. As a consequence, we fail to live. We compromise what 
is truly important in our lives. And, we let anxiety and fear come to define who we are 
and what we are about. 


How Pervasive Are Problems with Anxiety and Fear? 


Many clients with anxiety disorders feel that they are alone with their problems. 
Therapists should therefore point out that anxiety disorders are among the most preva- 
lent psychological disorders, affecting as much as 25 percent of the general population 
at some point in their lifetime (Eaton, Dryman, & Weissman, 1991; Kessler et al., 
1994). Inform clients that we typically learn the processes that contribute to such disor- 
ders (i.e., avoidance, escape, control tendencies to manage unpleasant emotions) early 
on in life. For instance, as kids we learn to avoid touching a red-hot stove because it 
hurts. We may have learned this the hard way or by listening to our parents or 
caregivers warning us about the consequences. 

We are socialized to use physical and psychological pain and suffering as reason- 
able reasons for our behavior and that of others. For instance, it is acceptable to miss a 
day at work or school for feeling ill. We also learn to apply the very same management 
strategies to our thoughts, memories, and emotions that are unpleasant or painful. Yet, 
those sensible strategies of dealing with the hot stove and other sources of real harm and 
pain do not work well when applied to our emotions. We cannot avoid feelings of anxi- 
ety and fear in the same way that we keep our hands away from the hot stove. Ask 
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clients whether they can turn their emotions on or off in the same way that they can 
move their hand on or off a hot stove. Ask clients whether they can make themselves 
feel one way or another just because they want to. Ask clients whether they have 
noticed that their feelings go with them no matter where they run to. Could it be that 
we cannot escape or avoid our feelings of anxiety, apprehension, and insecurity because 


1” 


they are simply part of us? Remember, “You can run, but you can’t hide from yourself 


4. How Has Anxiety Become a Problem in the Client’s Life? 
(10 min.) 


At this point, therapists should bring the discussion to the important question of 
what can make normal anxiety problematic or disordered. Rather than simply explain- 
ing the issue to clients, we suggest letting clients explore how anxiety or fear has become 
a problem in their own lives. Ask clients to look for one obvious example of how 
anxiety-related avoidance has become a problem in their lives, and how such avoidance 
may have narrowed their life space (what they do). Consistent with the model we out- 
lined in chapters 3 to 5, ask clients to evaluate patterns of avoidance that are designed 
to prevent them from feeling anxious or afraid or to prevent them from thinking about 
anxious or disturbing thoughts, as well as any action following anxiety and fear that is 
geared to manage such thoughts and emotions. Below is a short clinical excerpt illus- 
trating avoidance of the possibility of experiencing anxiety and the consequences of 
such avoidance for the client. 


Therapist: Can you tell me about a recent example where you experienced strong 
feelings of anxiety? 


Client: Well, the other day my friends asked me to go out with them to see a new 
movie. I really wanted to go, but then I got all anxious about being in a 
dark movie theater with lots of people. 


Therapist: So, it sounds like you really love movies and that seeing movies is impor- 
tant for you. 


Client: Oh yes, I am sort of a movie buff. 


Therapist: I also get this sense that you didn’t end up going out to see the movie. Am 
I right? 


Client: Yup. I told them that I wasn’t feeling well—like a cold. I wasn’t really sick 
or anything like that, but they bought the story. 


Therapist: | What did you end up doing that night? 
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Client: I stayed home alone feeling miserable about myself and why I can’t just be 
like other, normal people. 


Therapist: | Hmm ... so even though you were not sick, you ended up spending the 
night feeling “sick.” 


Client: [long pause] Yes, this is usually what happens to me. 


At some point during such discussions, clients typically say that their biggest prob- 
lem is that they simply have too much anxiety and that this anxiety is paralyzing them. 
Therapists should not argue with clients about this (or indeed any other) issue. Instead, 
you could agree that too much fear or anxiety can indeed impede one’s ability to take 
productive action. Even animals don’t do much under extreme fear. Yet there is one 
important difference between humans and animals that has to do with language. 
Humans, unlike other animals, can get caught up in a struggle with their own emotions 
in an effort not to have them. This creates a whole set of additional problems that ani- 
mals do not have because they are not verbal beings. 

This struggle takes much effort, and effort directed at struggling to minimize or 
prevent anxiety and fear is effort not invested in other valued life activities. Humans 
end up avoiding people, places, activities, and situations that might lead to anxious and 
fearful feelings. They may even use and come to rely on substances to minimize the 
occurrence of such feelings. Humans also will escape from situations during unpleasant 
emotional states. Thus, when humans quite literally live a life focused on trying not to 
have anxiety and fear—the unwanted bodily sensations, thoughts, past memories, and 
worries about the future—we begin to talk about the shift from normal anxiety and fear 
to disordered anxiety and fear. 

This may also be an opportune time to let your client know that there are many 
people out there who regularly experience panic attacks or high levels of anxiety in vari- 
ous settings but who do not develop panic or another anxiety disorder. Studies have 
found that these people do not get caught up in a struggle with their anxiety. They also 
do not devote increasingly larger portions of their life energy and space to the task of 
avoiding or getting rid of anxiety. They have learned to let their anxiety be and continue 
to live their lives and do what is really important to them. 

At this point, therapists need not delve any further into these issues. The focus of 
this discussion should simply be on what the client is doing to manage anxiety and fear, 
and as a consequence what they are not doing by way of living fully and consistently with 
what they truly care about in their life. In Sessions 2 and 3, there will be time to examine 
in greater detail additional examples of how efforts to control anxiety have worked and 
what effect they have had on the client’s life, including more subtle patterns of avoidance 
and escape. This analysis serves as a stepping-stone to explore alternative ways of dealing 
with anxiety by letting go of the agenda that anxiety needs to be dealt with, that symp- 
toms need to be gotten rid of, or that there is a quick solution or cure. 
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5. Treatment Focus/Goal and Therapist Commitment (10 min.) 


At some point in this session, clients will invariably ask, “What about my anxi- 
ety? Will it ever go away, or can you at least help me reduce it or control it?” We 
strongly recommend that therapists do not say things like, “Our goal is not anxiety reduction 
and symptom control.” Such a statement would almost certainly be inaccurate from the 
client’s perspective and is not consistent with ACT. At this stage, the client’s goal 
probably is still anxiety reduction and symptom control, so therapists cannot simply 
say that anxiety control is not “our” goal. Although you are planting important seeds 
in this session about how anxiety control efforts have backfired in the client’s life, it is 
essential that clients have a chance to experience fully the costs and futility of anxiety 
control and avoidance efforts. This is indeed the very purpose of the numerous experi- 
ential exercises in the next few sessions. Simply telling clients what is not your goal 
could seriously alienate and overwhelm clients at this early stage and result in 
dropout. 

Instead of ruling out anxiety control and reduction—which incidentally may very 
well occur even if it is not targeted—therapists should frame therapy as an opportunity 
for clients to learn and practice new and more flexible ways of responding when they 
experience anxiety. The basic idea is for clients to learn ways of no longer letting anxi- 
ety be in the way of doing what they want to do. Using the example of having to practice 
to learn any new skill (e.g., playing an instrument, playing sports), tell clients that new 
learning can only occur though experience, not through talking or thinking. Accord- 
ingly, you will guide clients through this process of experiencing their fear, worries, and 
anxiety for what they are rather than what their mind tells them they are. Any ques- 
tions and discussion about treatment goals is a good opportunity for you as a therapist to 
state your treatment values and make a commitment to the client right in this first ses- 
sion. For example, “Jane, I want treatment to be all about what you really care about 
and what matters most in your life. I will do whatever I can to help you accept what 
needs to be accepted and change what you can change to make improvements and 
meaningful changes in your life ... the place that matters most to you!” 

Let clients know that apart from doing exercises in the session, the major compo- 
nent of treatment is for them to engage in activities and exercises at home and else- 
where between sessions. In-session exercises are merely designed to help prepare clients 
for making important life-enhancing improvements outside of session, where it really 
counts—in their daily lives! These exercises are focused opportunities for clients to do 
something different from what they have been doing; namely to face what their mind 
and body are doing during fear and anxiety in a gradual fashion so as to learn new ways 
of responding to their own responses. Incidentally, we do not use the term homework 
because it has negative connotations (i.e., having to do it, usually because someone 
other than the student or client requests that it be done). Instead, we prefer to refer to 
such assignments as experiential life enhancement exercises. Point out to clients that such 
exercises are not arbitrary but will involve activities that are designed to bring them 
closer to goals that are really important to them. The client is ultimately responsible for 
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making the choice to do such exercises and is more likely to do so if they are perceived 
as freely chosen and consistent with what matters to them. 

Inform clients that treatment is highly experiential and that their success will 
depend on how much they put into it. This point may require some elaboration, partic- 
ularly for clients who are unfamiliar with psychotherapy or are seeking solutions where 
they can take a passive role and be “fixed” by the therapist. Relying on over-the-counter 
and prescription medications is an example of this passive process. Medications, when 
taken appropriately, act on our bodies to do what they are designed to do. They require 
little effort to bring about the desired effects, apart from the act of taking the 
medication. 

Yet there are no medications that can produce a full, rich, and meaningful life. 
ACT is about changing how clients relate with themselves, including their fears, anxi- 
eties, and worries. It is about living better. To get there requires commitment and effort. 
Indeed, commitment to treatment is critical. Issues will come up that are difficult for 
your clients. They may even feel a bit worse for a time, before getting better. After all, 
your clients probably know deep down that things are not working. Otherwise they 
would not be in the room with you. What you are asking clients to do is choose to give 
treatment a chance and to suspend their agenda of “getting cured” and getting rid of 
symptoms. You are not asking clients to will anything. They need only be willing to play 
the unique deck of cards that life has dealt them (Linehan, 1993). 


6. Acquisition of New Skills Through Direct Experience (5 min.) 


This is a tough one for clients to grasp at first, so a few examples will be helpful. 
One easy example is learning how to ride a bike. Most of us have learned how to ride a 
bike. How exactly did we do that? Did we learn to ride by hearing someone describe how 
to ride a bike, watching a video, or reading a book? For most of us, the answer on all 
three counts would be no. Rather, riding a bike required direct hands-on riding experi- 
ence on a bicycle, and good riding required many hours of practice and a willingness to 
fall and get scratched up, bumped, and bruised along the way. And when we fell, we got 
right back on and tried again. There is no other way to learn how to ride a bike than 
through such direct experience—and even experienced riders continue to fall once ina 
while. There are many other examples in life that more or less follow this principle (e.g., 
learning to hit a baseball, swim, drive a car, be a good parent, teacher, employee, or 
friend). There is no substitute for direct experience in such cases. 

Words alone are no replacement for direct experience with the world. For exam- 
ple, hearing about a beautiful sunset on a windswept beach, with the sounds of birds and 
the smell and feel of a gentle sea breeze on one’s face is good, but does not compare to 
the experience of actually being there on the beach at that moment. This, of course, 
assumes that we are fully present with our direct experiences as they are, even now dur- 
ing therapy. Being present is difficult given the fast-paced lives that many of us lead 
nowadays. Take, for example, eating a meal while reading or watching the TV, taking a 
morning shower while thinking about what you will wear and what you have to do that 
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day, driving while talking on a cell phone, and so on. If the goal is eating, experiencing a 
relaxing shower, or the experience of driving, then do each by itself without doing any- 
thing else. Otherwise each activity is diminished because you are not fully present with 
those events and those events alone. 

Tell clients that you would like to start each session with a mindfulness or focusing 
(“centering”) exercise. The purpose of these exercises is to help them be more ready for 
new experiences and become better at just noticing what they experience. In this first 
session, you could finish with such an exercise. 


7. Centering Exercise (5 min.)* 


This little exercise will help clients focus on where they are right now and why they 
are here. This exercise should take about five minutes to complete. Just like with any 
other exercise or activity, before you start, ask clients whether they are willing to do it. 
We suggest that therapists read the instructions to clients in a slow and soft fashion. 


|. Go ahead and get in a comfortable position in your chair. Sit upright 
with your feet flat on the floor, your arms and legs uncrossed, and your 
hands resting in your lap. Allow your eyes to close gently [pause 10 sec- 
onds]. Take a couple of gentle breaths: in ... and out—in ... and out. 
Notice the sound and feel of your own breath as you breathe in [pause] 
and out [pause 10 seconds]. 


2. Now turn your attention to being inside this room. Notice any sounds 
that may occur inside the room [pause] and outside [pause 10 seconds]. 


Notice how you are sitting in your chair [pause 10 seconds]. Focus on 
the place where your body touches the chair. What are the sensations 
there? How does it feel to sit where you sit? [pause 10 seconds] Next, 
notice the places where your body touches itself [pause 10 seconds]. 
Notice the spot where your hands touch your legs. How do your feet feel 
in the position that they are in? [pause 10 seconds] What sensations 
can you notice in the rest of your body? If you feel any sensations in your 
body, just notice them and acknowledge their presence [pause 10 sec- 
onds]. Also notice how they may, by themselves, change or shift from 
moment to moment. Do not try to change them [pause 10 seconds]. 


3. Now let yourself be in this room. See if you can feel the investment of 
you and I in this room—what we are here for [pause 10 seconds]. If you 
are thinking this sounds weird, just notice that and come back to the 
sense of integrity in this room. Be aware of the value that you and I are 


* We gratefully acknowledge the suggestions by Kelly Wilson and Amy Murrell (University of 


Mississippi) for the wording of this centering exercise. 
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serving by being here [pause 10 seconds]. See if you can allow yourself 
to be present with what you are afraid of. Notice any doubts, reserva- 
tions, fears, and worries [pause 10 seconds]. See if you can just notice 
them, acknowledge their presence, and make some space for them 
[pause 10 seconds]. You don’t need to make them go away or work on 
them [pause 10 seconds]. Now see if for just a moment you can be pres- 
ent with your values and commitments. Why are you here? Where do 
you want to go? What do you want to do? [pause 10 seconds] 


4. Then, when you are ready, let go of those thoughts and gradually widen 
your attention to take in the sounds around you [pause 10 seconds] and 
slowly open your eyes with the intention to bring this awareness to the 
present moment and the rest of the day. 


8. Rationale for Experiential Life Enhancement Exercises (5 min.) 


It is useful to initiate some form of self-monitoring between this first session and 
the next. Self-monitoring serves several functions for both the therapist and client. For 
the therapist, self-monitoring assignments allow assessment of progress in therapy, and 
provide a better window on a client’s daily experiences in and within the world outside 
of therapy. Resulting data can be summarized quantitatively (e.g., via charts, frequen- 
cies, means) and more qualitatively for the client. From the client’s perspective, 
self-monitoring can help make patterns of experiential avoidance and inaction more 
obvious. Just as we want our clients to show up in therapy, we also want them to show 
up in their daily lives. Outside the session, self-monitoring and experiential exercises 
function to promote showing up by increasing contact with patterns of inaction that are 
getting in the way of valued living and life experiences that are of value to the client. It 
is, therefore, important to end this first session with a clear rationale for self-monitoring 
and experiential life enhancement exercises. Both forms introduced at the end of this 
session are also on the CD and used throughout the entire treatment. 


Experiential Monitoring Forms 


Living in Full Experience (LIFE). We designed a worksheet—Living in Full Experience 
(LIFE)—that can be used to monitor and track contexts where anxiety and fear show 
up, associated experiences (thoughts, physical sensations, and behaviors), client will- 
ingness to have those experiences, and how the client’s reactions to them are compro- 
mising and interfering with their values and goals. The acronym LIFE is not accidental; 
it’s a deliberate effort to frame this exercise in terms of what really counts: living. It is 
best that you go over this form with the client before the end of the session. Ask them to 
complete this form shortly after every episode where unwanted thoughts, sensations, or 
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feelings occur. Provide enough copies so that multiple daily episodes can be docu- 
mented. Tell the client that you would like to see their records at the beginning of the 
next session and those that follow. Ask the client for permission to do so—make it their 
choice as part of their commitment to therapy. 


Daily ACT Ratings. Also ask clients to complete the Daily ACT Ratings form at the 
end of every day by making a rating ona scale from 0 (not at all) to 10 (extreme amount) 
of how upset and distressed over anxiety clients were that day, how much effort they put 
into making anxious feelings or thoughts go away that day, to what degree they would 
consider that day be part of a vital, workable way of living, and how much they engaged 
in behaviors that are in accord with their values and life goals. These ratings will be col- 
lected throughout treatment as a process and outcome measure rather than a therapeu- 
tic tool. We expanded this rating form and adapted it for clients with anxiety disorders 
from a shorter Daily Willingness Diary introduced by Hayes, Strosahl, and Wilson 
(1999). 
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LIVING IN FULL EXPERIENCE—THE LIFE FORM 


A Life Enhancement Exercise 


Date: / / Time: A.M./P.M. 


Check off any sensations you experienced just now: 


O Dizziness O Sense of unreality O Feeling of choking 

O Breathlessness O Sweatiness O Nausea 

O Fast heartbeat O Hot/cold flashes O Neck/muscle tension 
O Blurred vision O Chest tightness/pain O Detachment from self 
O Tingling/numbness O Trembling/shaking 


Check what emotion best describes your experience of these sensations (pick one): 


O Fear O Anxiety 0 Depression O Other: 


Now rate how strongly you felt this emotion/feeling (circle number): 


0 1 2 3 4 5 6 7 8 
Mild/Weak Moderate Extremely Intense 


Now rate how willing you were to have these sensations/feelings without acting on 
them (e.g., to manage them, get rid of them, suppress them, run from them): 

0 1 2 3 4 5 6 7 8 
Extremely Willing Moderate Completely Unwilling 


Describe where you were when these sensations occurred: 


Describe what you were doing when these sensations occurred: 


Describe what your mind was telling you about the sensations/feelings: 


Describe what you did (if anything) about the sensations/feelings: 


If you did anything about the sensations or feelings, did it get in the way of anything you 
really value or care about? If so, describe what that was here: 
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DAILY ACT RATINGS 


Life Enhancement Exercise Record Form 


At the end of each day, please make a rating for each of the following four questions 
using the scale below. Ratings for each question can range from O (not at all) to 10 
(extreme amount): 


0 1 2 3 4 5 6 7 8 9 10 


None / Not at all Extreme amount 


Suffering: How upset and distressed over anxiety were you today overall? 


Struggle: How much effort did you put into making anxiety-related feelings or 
thoughts go away today (for example, by suppressing them; distracting yourself; reas- 
suring yourself or seeking reassurance from someone else)? 


Weorkability: If life in general were like today, to what degree would today be part of a 
vital, workable way of living for you? 


Valued Action: How much have you engaged in behaviors (actions) today that 
accord with your values and life goals? 


Day Suffering Struggle |Workability| Valued 
0-10 0-10 0-10 Action 
0-10 


Monday 


Tuesday 
Wednesday 
Thursday 
Friday 


Saturday 


Sunday 


CHAPTER 8 


Creating an Acceptance 
Context for Treatment 


Sessions 2 & 3 


It’s like you're surfing... The same wave that can be a source of pain, 
y g 
can be a beautiful flowing grace and source of power. 
It’s all a matter of how you respond to it. 


—Trey Anastasio 
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Session 2 
Evaluating the Workability and Costs of Past 
Control Efforts 


GOALS AND THEME 


This session seeks to induce creative hopelessness as a motivational enhancement com- 
ponent to normalize human suffering and to prepare the client for treatment. During 
this early phase of treatment, the therapist explores with clients the workability of the 
various strategies they have used to cope with anxiety and to reduce suffering. The pur- 
pose of creative hopelessness exercises is to let the client experience that, despite putt- 
ing forth tremendous effort, their problems have remained. The therapist instills a sense 
of hopelessness, which is “creative” if clients are willing to do something different and let 
go of futile efforts to control unwanted thoughts and feelings. If clients start focusing on 
changing what they can change, their situation in life may improve. The key is to let go 
of the struggle with oneself instead of adding more strategies to reduce or control anxi- 
ety. Many clients have difficulty grasping what letting go means in practical terms and 
what letting-go behavior looks like. A practical aspect of letting go is to learn to observe 
anxiety-related experiences mindfully rather than by struggling with, or attempting to 
eliminate, such experiences. This theme is introduced with a metaphor and a mindful- 
ness exercise. 


Session Outline 
|. Centering Exercise (5 min.) 


2. Review of Daily Practice (5 min.) 


= Review Daily ACT Ratings 


3. Review of Patterns and Costs of Avoidance (25 min.) 
= Patterns and Workability of Avoidance 
= Costs of Avoidance 


= Develop Creative Hopelessness 


4. Observing Rather Than Reacting to Anxiety (20 min.) 


m Acceptance of Thoughts and Feelings Exercise 


5. Life Enhancement Exercises (Home) 
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a Daily practice of Acceptance of Thoughts and Feelings exercise 
(at least 20 min.) 


= Continue monitoring anxiety and fear-related experiences using 


the LIFE form 


= Complete worksheet: What Have I Given Up for Anxiety This 
Week? 


= Complete Daily ACT Ratings form 


6. Session Materials and Handouts 


= Acceptance of Thoughts and Feelings exercise instructions (two 
sets) 


= Acceptance of Thoughts and Feelings practice form 

= Living in Full Experience (LIFE) form 

a Worksheet: What Have I Given Up for Anxiety This Week? 
a Daily ACT Ratings form 


Agenda 


|. Centering Exercise (5 min.) 


Begin the session with the centering exercise described at the end of Session 1. 


2. Review of Daily Practice (5 min.) 


First, review the LIFE form briefly, discussing the anxiety-related experiences cli- 
ents had and any instances of clients engaging in behavior to manage unpleasant sensa- 
tions and feelings. Also discuss costs associated with such management (i.e., whether 
that behavior got in the way of something clients value or care about) and client willing- 
ness to experience unwanted internal events. Finally, review Daily ACT Ratings and 
ask clients whether they have any questions regarding the last session and provide brief 
answers. 


3. Review of Patterns and Costs of Avoidance (25 min.) 


Therapists can begin this review by asking what clients typically do when they 
experience anxiety. The purpose is to identify patterns of experiential avoidance and/or 
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experiential control efforts at the cognitive, emotional, and behavioral levels, and to 
identify the life-constraining costs of avoidance and control. 


Patterns and Workability of Avoidance 


The purpose of this discussion is to reveal ways in which clients feel “stuck.” Start 
by asking clients to describe things they have tried in the past to eliminate anxiety. Go 
through some specific examples of what clients have done. For instance, they may have 
tried to relax or distract themselves, breathe differently, take pills, reassure themselves, 
argue with their thoughts or worries, or talk to other people. Are there things that they 
have not tried? The goal here is to gather as much information as possible about major 
strategies (more, less, better) that the client has tried in the past and may be doing now. 

The next step is to help clients evaluate how these methods to manage their anxi- 
ety have worked. Has avoidance worked? Has escape worked? Has distraction worked? 
The purpose of this discussion is to review the workability of past solution attempts. It is 
not about whether these efforts were right or wrong. It is about whether they have 
worked for the client. The authors of the first ACT treatment manual for anxiety 
(Hayes, Wilson, Afari, & McCurry, 1990) suggested to tell clients something like: 


You have tried to do everything that can logically be done, tried all the obvious 
techniques. And none of them are working. If it is true that, in your experience, 
anxiety has not responded to your quite logical attempts to get rid of it, then 
something is wrong here. Could it be that your very efforts to solve the problem 
are actually part of the problem? What has always looked like a solution may not 
be a solution—it may actually be part of the problem. 


Hayes and colleagues (1990) point out that clients may react by defending what 
they have done in the past because this exercise attacks their beliefs about the solutions 
to their problems, and by implication, their sense of self. It is important for therapists 
not to get caught up in the content of what clients say—no arguing, no attempts to con- 
vince the client of anything. Instead, return to the simple question about whether the 
strategies have worked for them. This, by the way, includes the act of defending what 
they have done about their anxiety with you in session. If the client makes a response 
implying that a particular strategy has worked, the therapist should gently point out that 
if this was the solution, why are they here? 

Ina dialogue of that nature, clients may feel blamed by the therapist for their predic- 
ament. As we indicated in chapter 6, it is imperative that a therapist not slip into a 
one-upmanship role with clients or attempt to logically convince them of a particular 
point of view (the therapist’s). We recommend that therapists explore attempted solu- 
tions to manage and control anxiety nonjudgmentally, with both eyes squarely on how 
they have worked in both the short and long term. Therapists should model compassion 
and show empathy by affirming all the hard work and effort clients have put into past con- 
trol attempts, and should communicate understanding about clients’ reasons for engaging 
in such attempts. Remember that, in the short term, such strategies typically provide 
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some partial or full relief of anxiety and fear. However, just as living a valued, rich, and 
meaningful life is a process made up of numerous small moments, the cumulative effect of 
such short-term anxiety management strategies is often long-term suffering. 


Costs of Avoidance 


The purpose of this discussion goes beyond evaluating the effectiveness of control 
and avoidance efforts to reduce and manage anxiety. The discussion must also identify 
the very personal costs of these efforts for clients in terms of restricting and limiting 
their lives. In this context, and again a bit later on in this section, you may draw upon 
experiences the client listed on the LIFE form. Crucial questions to ask clients are: 


m= What have been the long-term costs of your avoidance patterns? 


m= What have you given up as a consequence of managing your anxiety or 
worries? 


m= What has happened to your life over time? Have you done more or less 
with your life? 


m Have your options increased or has your “life space” narrowed over 
time? 


m= What would you do with your time if it were not spent trying to manage 
anxiety, fear, unsettling thoughts, memories, and the like? 


Develop Creative Hopelessness 


The discussion of past experiential avoidance and control efforts is likely to reveal 
that the old solutions have not worked. The discussion might also reveal that these 
efforts have come at considerable personal costs. Hopelessness is a state where clients 
feel and experience that past solutions have not worked, and will not work in the future, 
because they cannot work. Hopelessness is about experiencing that past anxiety man- 
agement strategies have not worked, not giving up or giving in to despair. The therapist 
therefore should affirm a client’s fears about the hopelessness of current solutions while 
firmly resisting the temptation to console or motivate clients by reassuring them that 
“things will get better.” 

Therapists may be reluctant to encourage hopelessness because it appears to con- 
travene the generally held therapeutic tenet that therapists should provide clients with 
hope. Paradoxically, this is exactly what creative hopelessness does. It provides such 
hope, however, not by means of cheap reassurance but through honest feedback. Help- 
ing clients experience they have been caught in a self-defeating struggle is important 
and does not mean despair for the client; such hopelessness is creative because it allows 
for new things to emerge (cf. Hayes, Strosahl, & Wilson, 1999). What makes hopeless- 
ness creative is the emphasis on the hopelessness of past solutions and that these 
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e solutions are hopeless, not the client. This emphasis implies that there is hope if the cli- 
ent chooses to adopt a different approach when anxiety shows up. 

Here is a simple, true-to-life story to illustrate this perspective. Sally was out driv- 
ing one afternoon and noticed that she was running low on gas. So, she stopped at the 
nearest convenience store, filled her car with gasoline, and headed inside to pay the 
cashier. Ahead of her was another man doing the same. He arrived at the door before 
Sally and pushed on it to get inside. Sally waited patiently behind. The man pushed and 
pushed on the door to get in, but the door would not open. Sally could hear the man 
huffing and puffing in frustration, and then watched him knock on the door, figuring 
that the door was locked from the inside. Sally looked past the man and noticed many 
people inside and a sign on the door. The sign read PULL. No amount of pushing 
against the door, even if unlocked from the inside, would open it. Sally then approached 
the man and kindly suggested that he might try something different: pulling, instead of 
pushing. Sure enough, the door opened and both walked inside to pay for their gasoline. 
Creative hopelessness is very much about helping the client to experience with kind- 
ness and compassion that pushing against anxiety does not work and a different 
response may be all that is needed. 


The Child-in-a-Hole Metaphor 


The purpose of this metaphor is to let clients experience the hopelessness of their 
struggle with anxiety and that it may be time to adopt a fundamentally different strategy 
when anxiety shows up. The basic idea here is to show that “more of the same” does not 
work. The purpose of this metaphor is to plant important seeds for subsequent interven- 
tions and break down old assumptions and unrealistic expectations about therapy. Spe- 
cifically, it attempts to let clients experience that therapy cannot provide them with 
better control over their anxiety. The clients’ situation is unlikely to improve if the 
therapist tries to teach them the same types of control efforts they have used in the past 
without success. For instance, if clients have tried to reassure or distract themselves 
without success, then it would not be helpful for you, as a therapist, to use similar strate- 
gies again. 


Imagine a happy child running through a wide-open field. We often think that this is 
how life is supposed to be: fresh and carefree. Try to imagine this scene vividly. Now, ina 
sad twist of fate, imagine the child running through the field and falling into a hole. It’s a 
hole named anxiety. It wasn’t the child’s fault—it just happened. The perfect life is now 
imperfect. The child struggles and struggles to climb out of the hole, but there is no 
escape. If climbing won’t work, there must be another way out. She thinks to herself, 
“Maybe digging is the way out.” So, the child squats down on her hands and knees and 
starts to dig. She digs and digs and digs ... and keeps on digging. Yet after all this digging, 
where is the child? She looks around, and she is still in the hole. So she tries to dig much 
harder and faster, thinking, “Maybe it will work if I just work harder at it.” After a while, 
she stops and looks around again. And where does she find herself? She is even deeper in 
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the hole. All this effort and hard work. And what is the result? The hole has only gotten 
deeper and wider, and she is more scared and frustrated. 


Is this your experience? Clearly, the problem is not lack of effort. Just like the child 


who gave all she had to dig herself out, you’ve tried everything, too: you’ve used the dis- 


traction dig, the relaxation dig, the positive thinking dig, the seeing-a-therapist dig 


[insert other strategies the client has used]. Yet all this effort has not paid off. In fact, 


the effort is only creating a bigger problem. Perhaps the whole approach of digging is 


hopeless, and it doesn’t matter whether you use your hands, your mind, relaxation, or 


the help of other people. The bottom line is, you’re still digging, and that only gets you 


deeper into the hole. 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Perhaps you could show me or teach me a better way to get myself out of 
here? 


Actually, I don’t have a better way of digging, and even if I did, what does 
your experience tell you? Would that help you? After all, you’d only be 
digging better, and end up deeper in the hole. 


So are you telling me there is no way out of my anxiety hole, and I should 
just give up? 


Please do not believe what my mind or your mind tells you. Just look at 
your experience and examine what that tells you. I know your mind is tell- 
ing you that you must find a better way of digging. Your mind has also told 
you to relax, to stay at home, to use positive thinking, and so on. Has it 
helped you when you listened to your mind and did those things? 


Sometimes those things have worked a bit, but ultimately they have been 
pretty useless. That is why I had really hoped you could help me. After all, 
you're the expert. 


Actually, I think you’re the expert when it comes to your experience. 
Nobody knows that better than you. The crucial question for you is, 
Whom do you trust now? Your mind or your experience? Which of those 
two voices do you think will steer you closer to the life you want to be 
living? 


I’m not sure. I only know I’m pretty far away from where I want to be. 


I’d love to spend some time exploring with you where you want to be. So 
perhaps your job right now is not to figure out how to get out of the hole. 
After all, you have been doing this all along. You can’t do anything until 
you stop digging, and free your hands to use them for other activities. That 
is a very difficult and bold thing to do. Letting go of digging looks as though 
it will doom you to stay in the hole forever. Your best ally is your own pain, 
and your knowledge based on experience that no form of digging has 
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worked. Have you suffered enough? Are you ready to give up digging and 
do something else? Can you allow yourself to simply be in the hole? 


Blaming Versus Response-ability 


Clients sometimes respond to the hole metaphor by asking whether you think 
they are to blame for their predicament. The hole metaphor makes it clear that it is not 
their fault that they are in this hole. As in the case of the girl wandering through the 
field, it doesn’t really matter how she fell into the hole—it just happened. This is one of 
the cards that life has dealt her. So the important thing is to accept that she is in the 
hole and that digging hasn’t worked. Blaming is useless because it serves no purpose and 
does not work. Will self-blame get the girl out of the hole? Lack of motivation is not the 
problem either. She has done everything she could and worked very hard. So who’s to 
blame is not the issue. Ask your clients, “Is blaming taking you closer to or further away 
from where you want to go”? 

What is important to realize is that clients are responsible in the original sense of 
the word: response-able. It means clients are able to respond and can choose between 
different types of responses. The first thing for them to do is to let go of digging. Describe 
being response-able as a great gift because it means there are things that clients can do 
to improve their current life situation. They cannot choose the sensations that come up 
in their body or the thoughts that their minds serve up. Often they cannot choose what 
life may offer them. What clients can choose is what they do with their hands and feet 
to improve their lives. 

Now is a good time to return to the LIFE form from last week. Ask the client to 
share life experiences where they found themselves in a hole with their anxiety and fear. 
What did they do about it? Did they use one or more ways of digging to manage it and 
how did that work for them? What were the costs? Did they end up blaming themselves 
or others as a consequence? 


Feeding-the-Anxiety-Tiger Metaphor 


Apart from showing that avoidance efforts have not worked, the feeding-the-anx- 
iety-tiger metaphor is a powerful illustration of the ultimate cost of control efforts. 
Hayes and colleagues (1990) originally described this metaphor to show clients that 
they cannot control anxiety by trying to appease it (e.g., by giving in to what it seems to 
demand). It also shows how increasingly larger portions of the client’s resources and life 
space get eaten up by efforts to control and avoid anxiety. 


It seems you have been dealing with your anxiety the way someone might who lives with 
a hungry baby tiger. Although the tiger is just a baby, he is scary enough, and you think 
he might bite you. So you go to the fridge to get some meat for him so he won’t eat you. 
And, sure enough, throwing him some meat shuts him up while he’s eating the meat, 


Creating an Acceptance Context for Treatment 139 


and he leaves you alone for a while. But he also grows just a little bigger. So the next time 
he’s hungry, he’s just a little bigger and more scary, and you go to the fridge to throw him 
more meat. Again, you feed him to keep him at bay. The problem is that the more you 
feed him, the bigger he gets, and the more frightened you feel. Now eventually that little 
tiger is a big tiger, and he scares you more than ever. So you keep on going back to the 
fridge to get more meat, feeding and feeding him, and hoping that one day he will leave 
you alone. Yet the tiger doesn’t leave—he just gets louder and more scary and hungry. 
And then one day you walk to the fridge, you open the door, and the fridge is empty. At 
this point, there is nothing left to feed to the tiger ... Nothing? ... Except you! 

You’ve got anxiety monsters out there that look as though they could swallow you 
whole. When the emotional and bodily discomfort and disturbing thought monsters 
show up, you keep hoping that, if you feed them, they will go away. You keep hoping 
that if you trade in your life flexibility just a little bit more, eventually the anxiety mon- 
ster will leave you alone. Does your experience tell you that this has ever really hap- 
pened? Is there anything that indicates that it is going to happen? 


To make this metaphor personally relevant for clients, ask them to consider exam- 
ples of how they have fed the anxiety monsters in their own lives. If a client has diffi- 
culty coming up with examples (e.g., staying home alone to avoid having a panic 
attack), you can offer a few examples based on the client’s in-session comments or their 
responses to the LIFE form. 


4. Observing Rather Than Reacting to Anxiety (20 min.) 


It is likely that clients will again ask what it is that they should do or do differently. 
At this stage, it is important to tell them not to change anything, and to just focus on 
observing how they are responding to their anxiety when it occurs, and to take note of 
how well that works. Go back to the notion that the skills for dealing with anxiety with- 
out more “digging” can only be acquired through direct experience—just like learning 
how to ride a bike. For this reason, the following mindfulness exercise is particularly 
useful because it helps clients just notice what is going on inside of them without getting 
involved with trying to change their experience. 


Acceptance of Thoughts and Feelings Exercise’ 


Mindfulness exercises that focus on breathing are a core part of traditional Bud- 
dhist teachings and practice (e.g., Chödrön, 2001). We have adapted the following 
exercise from more generic versions (Davis, Eshelman, & McKay, 2000; Kabat-Zinn, 
1990; Segal et al., 2002) for the purposes of this anxiety treatment program. In this 


We are grateful to Joanna Arch for her insightful comments on this section and her suggestions 
for wording and conducting this mindfulness exercise. 
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exercise, we focus on the breath because internal sensations such as thoughts, worries, 
bodily sensations, and feelings are constantly shifting and changing—just like our 
breathing. The goal is for clients to practice paying attention to a single focus, the 
breathing, and to allow other internal events, such as thoughts, feelings, and sensations, 
to come and go in their minds. Clients may also experience that no matter how bad an 
internal experience seems, it neither lasts forever nor can it do any physical harm. If 
they pay attention to it, they will see how it changes from moment to moment, how it 
comes and goes on its own, without any effort on our part. 

Tell clients that mindfulness exercises are a way to learn that we cannot choose 
what comes into our minds and what we feel. We can only choose what we pay atten- 
tion to and how we pay attention to internal events. The goal is for clients to notice any 
thoughts and images and their emotional responses to such thoughts and images, just as 
they are. Encourage clients to bring some compassion and kindness to their private 
experiences by not arguing or struggling with them and instead accepting them without 
judging them as good or bad. This is a concrete way of learning that anxiety is not the 
enemy. Simply noticing bodily sensations without trying to manage them is a difficult 
skill for individuals with anxiety disorders to learn, because it differs from the past con- 
trol struggles they have engaged in when feeling anxious. So learning this new skill will 
require regular daily practice. 

Right before starting the exercise, remind clients that the purpose of this practice 
is to learn to observe and make them better at feeling. Its aim is not to make them feel 
different, better, relaxed, or calm; this may happen or it may not. Instead, the goal of 
this practice is for the client to, as best they can, bring a compassionate, kind awareness 
to each breath, to any sensations they detect, and to any thoughts or worries that come 
into their mind. During the pauses in the exercise, feel free to remind clients to “gently 
focus on the breath” as often as seems natural, to help bring clients back to the exercise 
if and when their minds wander off. Some clients initially experience some difficulty 
understanding the instructions and following them. Remind them that they will 
become better at doing it with continued practice. The exercise itself should take about 
fifteen minutes to complete. We suggest that therapists read the instructions to clients 
in a slow and soft manner. The instructions for the exercise are also on the book CD. 


|. First, I would like to ask your permission to do another experiential exercise. 
Are you willing to do that? [Get clients’ permission and then move on.] 


2. Go ahead and get in a comfortable position in your chair. Sit upright 
with your feet flat on the floor, your arms and legs uncrossed, and your 
hands resting in your lap (palms up or down, whichever is more com- 
fortable). Allow your eyes to close gently [pause 10 seconds]. 


3. Take a few moments to get in touch with the movement of your breath 
and the sensations in your body [pause 10 seconds]. Bring your aware- 
ness to the physical sensations in your body, especially to the sensations 
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of touch or pressure, where your body makes contact with the chair or 
floor [pause 10 seconds]. 


Now, slowly bring your attention to the gentle rising and falling of your 
breath in your chest and belly. Like ocean waves coming in and out, 
your breath is always there. Notice its rhythm in your body [pause 10 
seconds]. Notice each breath. Focus on each inhale ... and exhale 
[pause 10 seconds]. Notice the changing patterns of sensations in your 
belly as you breathe in, and as you breathe out [pause 10 seconds]. Take 
a few moments to feel the physical sensations as you breathe in and as 
you breathe out [pause 10 seconds]. 


There is no need to try to control your breathing in any way—simply let 
the breath breathe itself [pause 10 seconds]. As best you can, also bring 
this attitude of generous allowing and gentle acceptance to the rest of 
your experience. There is nothing to be fixed, no particular state to be 
achieved. As best as you can, simply allow your experience to be your 
experience, without needing it to be other than what it is [pause 15 
seconds]. 


Sooner or later, your mind will wander away from the breath to other 
concerns, thoughts, worries, images, bodily sensations, planning, or 
daydreams, or it may just drift along. This is what minds do much of the 
time. When you notice that your mind has wandered, gently congratu- 
late yourself—you have come back and are once more aware of your 
experience! You may want to acknowledge briefly where your mind has 
been (Ah, there’s thinking or there’s feeling). Then, gently escort your 
attention back to the sensation of the breath coming in and going out 
[pause 10 seconds]. As best you can, bring a quality of kindness and 
compassion to your awareness, perhaps seeing the repeated wanderings 
of your mind as opportunities to bring patience and gentle curiosity to 
your experience [pause 15 seconds]. 


When you become aware of bodily sensations and feelings, tension, or 
other intense sensations in a particular part of your body, just notice 
them, acknowledge their presence, and see if you can make space for 
them [pause 10 seconds]. Do not try to hold on to them or make them 
go away [pause 10 seconds]. See if you can open your heart and make 
some room for the discomfort, for the tension, for the anxiety, just 
allowing them be there [pause 10 seconds]. Is there enough space in you 
to welcome in all of your experience? [pause 15 seconds] 


Watch the sensations change from moment to moment. Sometimes 
they grow stronger [pause 10 seconds], sometimes they stay the same 
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[pause 10 seconds], and sometimes they grow weaker—it does not 
matter [pause 10 seconds]. Breathe calmly in to and out from the sensa- 
tions of discomfort, imagining the breath moving in to and out from 
that region of the body [pause 10 seconds]. Remember, your intention 
is not to make you feel better but to get better at feeling [pause 15 
seconds]. 


If you ever notice that you are unable to focus on your breathing 
because of intense physical sensations of discomfort in your body, let go 
of your focus on the breath and shift your focus to the place of discom- 
fort. Gently direct your attention on and into the discomfort and stay 
with it, no matter how bad it seems [pause 10 seconds]. Take a look at 
it. What does it really feel like? [pause 10 seconds] Again, see if you can 
make room for the discomfort and allow it to be there [pause 10 sec- 
onds]. Are you willing to be with whatever you have? [pause 15 
seconds]. 


Along with physical sensations in your body, you may also notice 
thoughts about the sensations and thoughts about the thoughts [pause 
10 seconds]. You may notice your mind coming up with evaluative 
labels such as “dangerous” or “getting worse.” If that happens, you can 
thank your mind for the label [pause] and return to the present experi- 
ence as it is, not as your mind says it is, noticing thoughts as thoughts, 
physical sensations as physical sensations, feelings as feelings—noth- 
ing more, nothing less [pause 15 seconds]. 


To help you experience the difference between yourself and your 
thoughts and feelings, you can name thoughts and feelings as you 
notice them. For instance, if you notice you are worrying, silently say to 
yourself, “Worry ... there is worry,” just observing worry and not judg- 
ing yourself for having these thoughts and feelings [pause 10 seconds]. 
If you find yourself judging, just notice that and call it “Judging ... there 
is judging” and observe that with a quality of kindness and compassion 
[pause 10 seconds]. You can do the same with other thoughts and feel- 
ings and just name them as planning, reminiscing, longing, or whatever 
you experience. Label the thought or emotion and move on [pause 10 
seconds]. Thoughts and feelings come and go in your mind and body. 
You are not what those thoughts and feelings say, no matter how per- 
sistent or intense they may be [pause 15 seconds]. 


As this time for formal practice comes to an end, gradually widen your 
attention to take in the sounds around you ... notice your surround- 
ings [pause] and slowly open your eyes with the intention to bring this 
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awareness to the present moment and into the upcoming moments of 
the day. 


After completing the exercise, therapists should ask clients how they experienced 
the exercise and briefly discuss any comments, questions, or concerns. Therapists can 
weave into this discussion some basic points about mindfulness and acceptance. You 
will want to counteract any attempts by clients to misuse acceptance and this exercise 
as tools to control or reduce anxiety. Also remind clients that they will become better at 
being mindful observers with continued practice and that the stance entailed in this 
exercise is the basis for important exercises in subsequent treatment sessions. It is there- 
fore critical that clients practice it regularly at least once a day at home and keep a daily 
record of their practice using the form at the end of this chapter and on the CD. The 
instructions for the exercises are also on the CD. Ask clients whether they are ready to 
commit to doing these exercises on their path of becoming a better observer and a full 
participant in life. 


5. Life Enhancement Exercises (Home) 


m Practice the Acceptance of Thoughts and Feelings exercise once a day 
for at least 20 minutes and complete the practice form after each prac- 
tice. Give clients a copy of the instructions to take home. 


™ Continue monitoring anxiety and fear-related experiences using the 


LIFE form. 


E Complete the worksheet: What Have I Given Up for Anxiety This 
Week? 


= Complete the Daily ACT Ratings form. 


Explain to clients that the purpose of the new worksheet, What Have I Given Up 
for Anxiety This Week?, is to have them make contact with what they are giving up in 
the service of anxiety between sessions on a daily basis (the worksheet is at the end of 
this chapter and on the CD). This exercise is designed to let clients experience the costs 
associated with their efforts to manage and avoid anxiety. Such costs may include giv- 
ing up opportunities to do things that matter to them and activities that clients could 
have done had they not been sidelined by control and avoidance strategies. 
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Session 3 
Creative Hopelessness: 
Making Space for New Solutions 


GOALS AND THEME 


The first goal of this session is to establish control efforts as the problem, not the solu- 
tion. The therapist further nurtures creative hopelessness by letting clients experience 
the unworkability of previous avoidance and control efforts and that nothing will 
change unless they change how they approach anxiety. A related message is that “You 
are not hopeless—only your past solution attempts are!” The first step in a new direc- 
tion is to let go of past solution attempts. This letting go, in turn, makes room for new 
possibilities. Through in-session exercises, clients have the opportunity to experience 
that letting go of their struggle and doing things that go against the grain could be an 
option for them. 

If anxiety reduction is not a stated goal of this program, then clients may rightly 
wonder, what is the ultimate goal? For this reason, we introduce the notion of 
value-driven behavior as an alternative to managing anxiety. Clients learn that moving 
in the direction of chosen values and living a full life is what this treatment is about and 
what makes the hard therapy work worthwhile. 


Session Outline 
|. Repeat Acceptance of Thoughts and Feelings Exercise (15 min.) 


2. Review of Daily Practice (5 min.) 
a Review Acceptance of Thoughts and Feelings exercise and Daily 
ACT Ratings 
3. Control Is the Problem—Letting Go Is the Alternative (20 min.) 
m The Chinese Finger Trap Exercise 


a Tug-of-War with the Anxiety Monster Exercise 


4. Value-Driven Behavior as an Alternative to Managing Anxiety 


(20 min.) 
= Review LIFE form and What Have I Given Up for Anxiety This 
Week? worksheet 


= Choosing Valued Directions 
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Values Make the Hard Work Worthwhile 
What Matters Most in Your Life? 


The Epitaph Exercise: What Do You Want Your Life to Stand 
For? 


5. Experiential Life Enhancement Exercises (Home) 


Daily practice of Acceptance of Thoughts and Feelings exercise 
(at least 20 min) 


Continue monitoring anxiety and fear-related experiences using 


the LIFE form 


Complete worksheet: What Have I Given Up for Anxiety This 
Week? 


Complete Daily ACT Ratings form 


Complete one or two Write Your Own Epitaph exercise 
worksheets 


6. Session Materials and Handouts 


Agenda 


Acceptance of Thoughts and Feelings practice form 

Living in Full Experience (LIFE) form 

Worksheet: What Have I Given Up for Anxiety This Week? 
Daily ACT Ratings form 

Write Your Own Epitaph exercise worksheet (two copies) 


Three Chinese finger traps: two for use in session and one to give 
to client to take home (available at party supply and novelty 
shops or through the Internet: www.supercoolstuff.com, then 
search for finger traps) 


Bath towel for tug-of-war exercise 


I. Acceptance of Thoughts and Feelings Exercise (15 min.) 
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Begin the session by repeating the Acceptance of Thoughts and Feelings exercise 


that was introduced and assigned for home practice in Session 2. Evaluate progress and 


difficulties during the in-session practice, and praise client efforts and willingness to do 


the exercise. 
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2. Review of Daily Practice (5 min.) 


Review the client’s daily practice of the Acceptance of Thoughts and Feelings 
exercise, paying attention to any lack of compliance for reasons of lack of willingness, 
lack of commitment, or high fearfulness. Reiterate the rationale for home practice. 
Defer review of the LIFE form and What Have I Given Up for Anxiety This Week? 
form until the final part of the session that deals with value-guided behavior as an alter- 
native to managing anxiety. 


3. Control Is the Problem—Letting Go Is the Alternative 
(20 min.) 


This treatment component addresses the problems associated with the use of 
experiential avoidance strategies. It continues to be important for clients to experience 
that past solution attempts involving experiential avoidance are not solutions but prob- 
lems themselves. One of the goals of Session 2 was to show clients that past attempts to 
avoid experiencing anxiety have not worked for them. The goal of this session is to 
expand upon this theme. The metaphors and exercises in this session allow clients to 
make experiential contact with the unworkability of old anxiety avoidance and control 
solutions and how these strategies have resulted in considerable personal costs. 

As in the previous session, it is important that therapists resist the temptation to 
rescue clients from their felt hopelessness by consoling and reassuring them that “things 
will get better.” The hopelessness that clients may experience at this stage is not the 
emotion of despair. Rather, it is the experience that past solutions are hopeless and will 
not work. As Hayes, Strosahl, and Wilson (1999) put it, the experience of hopelessness 
is bittersweet—both sad and hopeful, painful and empowering. It feels open, spent, 
sober, humble, and courageous. Such a state is likely to be beneficial and motivating 
(“creative”) because it allows clients to experience the unworkability of their 
self-defeating experiences straight on and unedited. This experience allows for new and 
fundamentally different ways of relating with anxiety to emerge. 

At this stage, it is not necessary to be specific as to what this new approach might 
look like. The goal of these exercises is to let clients experience that (a) letting go of the 
struggle is an option; and (b) whatever they may do differently in the future must be fun- 
damentally different from what they have done in the past. It may even be the complete 
opposite of what they have done before. 


The Chinese Finger Trap Exercise 


A Chinese finger trap is a tube of woven straw about five inches long and half an 
inch wide. First, you must slide both index fingers into the straw tube, one finger at each 
end. If you attempt to pull the fingers out, the tube catches and tightens, causing dis- 
comfort. The only way to regain some freedom and space to move is to push the fingers 
in first and then slide them out. The purpose of this exercise is to let clients experience 
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how doing something seemingly counterintuitive (“leaning into one’s anxiety”) may be 
a better solution than persisting with the same old solutions that have not worked. The 
Chinese finger trap is a metaphor for moving toward suffering in order to lessen it and 
heal from it. We have adapted this exercise from the metaphor described by Hayes, 
Strosahl, and Wilson (1999), who present the metaphor to clients in verbal form. Based 
on the results of a study we conducted (Eifert & Heffner, 2003), we suggest allowing cli- 
ents to act out the metaphor with an actual finger trap so that they may experience the 
effects of their actions. This experiential component is in line with the action-oriented 
nature of behavior therapy and could serve to enhance the credibility and effectiveness 
of the metaphor. Following the exercise, give clients an extra finger trap to take home. 

The goal of this exercise is to let clients discover that attempting to reduce and 
control essentially uncontrollable sensations, while understandable and seemingly logi- 
cal (like pulling out of the finger trap), only creates more problems: the harder you pull, 
the more the trap tightens, resulting in less room to move and even more discomfort. In 
contrast, doing something counterintuitive, such as pushing the fingers in rather than 
out and leaning into the discomfort, effectively ends the struggle. It gives the client 
more space to move and do other things. Doing the exercise together with the client is a 
good way to illustrate that we are all in this boat together and that clients are not alone 
in the way they attempt to deal with their struggles. 


Give clients a finger trap and use one yourself. First, ask clients to slide in both index fin- 
gers, one finger at each end of the tube. After you fully insert your fingers, ask clients to 
try to get out of the finger trap. They are likely to do so by attempting to pull their fingers 
out. If they do that, ask them what they notice. They will experience and report some 
discomfort as the tube squeezes their fingers and reduces circulation. They might also 
voice some worry that they might be stuck inside the finger trap for the rest of the ses- 
sion. They may experience some confusion because pulling out of the tube seems the 
most obvious, natural way to escape. Yet it doesn’t work, and they are definitely stuck if 
they simply just go on pulling. Use the following dialogue as an example of how to indi- 
vidualize this exercise to specific client responses, suggestions, and comments as you 
and the client work through the exercise. 


Therapist: Pulling out is a very natural and seemingly logical reaction to free yourself 
from the finger trap, but what happens when we do that? [Hold up your 
finger trap and encourage the client to try pulling out again. ] 


Client: It doesn’t work. I’m stuck. 


Therapist: I notice that, too. Our fingers only get caught more tightly, creating more 
discomfort and less room to move. 


Client: So how do we get out of here? 
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Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Perhaps getting out is not the main issue. The good news is that there is an 
alternative that does work, insofar as it gives you some space and room to 
move. To get there, however, you have to approach this situation differ- 
ently. What could that approach be? 


Iam not quite sure. There has to be some kind of trick that will do it and 
get me out of here. Perhaps I need to pull in a different way. 


Okay, why don’t you go ahead and do that and see what happens. 
It doesn’t work either. I am still stuck. 


So am I. Let me give you a hint. We have to do something that goes 
against the grain and doesn’t seem to make sense at first. Instead of pull- 
ing out, we could push our fingers in. Let’s try that instead and see what 
happens. [Therapist models gently leaning into the tube.] 


Well, I can move now, but I still can’t get out of the trap. I’m still in it. 


So am I. We might not get out of the trap, but as you noticed, pushing the 
fingers in definitely gave you more space to move around. It seems like 
leaning into the tube gives us more wiggle room. What if we didn’t need to 
get out of the finger trap at all? What if we just created some more space for 
us to have what we have, to experience what there is to be experienced? 


That sounds weird and scary—and I don’t like it. 


I understand that you do not like and would want to get away from things 
that scare you like your [insert some of client’s worst fears]. But what hap- 
pens when you keep on pulling away from what you have? The harder you 
pull away from your anxiety, the more the trap tightens, and the more 
stuck you are. Trying to get rid of your anxiety, trying to reduce it when 
it’s there, trying not to have it come back when it happens to be 
gone—what has all this pulling and controlling done to your life? Has it 
created more space for you to do what really matters to you, or has it taken 
over more and more of your life? 


Well, what I have done certainly hasn’t helped much or solved any prob- 
lems. So tell me, what should I do instead? 


I am not quite sure, but when you look at these finger traps, pulling away 
doesn’t seem to work, does it? Yet doing something counterintuitive, 
pushing your fingers in rather than out, has given you space and new 
options to make moves. Perhaps doing something that goes against the 
grain is a way of getting yourself unstuck from where you are with your life 
right now. What could you do that would go against the grain? 
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The finger trap exercise is powerful. It is powerful precisely because it provides 
direct experience with our instinctive and often well-intentioned solutions to our prob- 
lems and shows us how often these turn out not to be solutions at all. In fact, these 
so-called solutions may create even bigger problems than the ones they were designed 
to address. As Tim Dunn wrote in his book (no longer available) How to Escape the Chi- 
nese Finger Trap: A Manual for Changing: 


In the end, all attempts to escape the fact that life contains suffering are 
doomed. A gloomy philosophy, you say? Not entirely bleak, I would respond. 
Because, THERE IS AN EXIT. Don’t try to escape it. Go towards it. Seek 
out what hurts and frightens you. It is mindlessly pulling away from pain and 
mindlessly seeking pleasure that causes people to greatly increase the trou- 
bles that life brings them. [cited by Hand-Boniakowski, 1997] 


Dunn suggests that hope lies not in escape or avoidance. Instead, real hope comes 
about when we head toward suffering and embrace it with compassion and kindness. 
Only then will suffering have less of a stranglehold on our happiness. By embracing suf- 
fering, clients relax the weave of the trap that they have built for themselves, and can 
begin to escape from its hold on them and live their lives fully. 


Tug-of-War with the Anxiety Monster Exercise 


The notion of doing something counterintuitive and letting go of the struggle is 
likely to be quite alien to clients. In fact, they may be frightened by this notion. Also, cli- 
ents often have trouble understanding what statements like “let go of your struggle” 
mean. We therefore recommend using an additional metaphor, tug-of-war metaphor. 
Similar to the finger trap exercise, this metaphor suggests letting go of a struggle by 
doing something opposite to what people typically do in a struggle. Interestingly, a 
woman with agoraphobia came up with this metaphorical story during ACT therapy 
and told it to Steven Hayes (Hayes et al., 1990). 

After a brief verbal introduction of the tug-of-war metaphor, we recommend act- 
ing this metaphor out too. Give clients a bath towel and ask them to play tug-of-war 
with you in your newfound role as “the anxiety monster.” If they attempt to pull the 
anxiety monster over, the monster simply pulls back. Acting out this exercise lets cli- 
ents physically experience how much energy and focus it takes to keep the anxiety mon- 
ster in check. Also, we have found that almost all clients will grab the towel with both of 
their hands when you hand it to them. This is a very graphic illustration for clients 
because it shows how anxiety, and the efforts of fighting it, have left their hands tied up 
in the fight and no longer free to do other things in life. Incidentally, therapists need not 
worry about ending up in a fight with their clients. We have found that clients fully rec- 
ognize and stay within the boundaries of the playfulness of the situation! 
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Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


It seems like your situation is like being in a tug-of-war with an anxiety 
monster. You hate the monster because it is so big and powerful. In 
between you and the monster is a pit, and so far as you can tell it is bottom- 
less—an abyss. If you lose this tug-of-war, you will fall into the abyss and be 
destroyed. The anxiety monster will have won. You don’t want this to hap- 
pen, so you fight back. You pull and pull, but the harder you pull, it seems 
the harder the monster pulls back—and all the time it seems you are pulled 
a bit closer to the edge of the pit. So how can this fight ever end? 


Either I win by pulling harder than the anxiety monster or the anxiety 
monster wins by wearing me out and I’m gone—kaput! 


Can you see how you are using both of your hands to keep the monster in 
check? Also look at your feet. They’re pretty much tied in one position. 
What else can you do with your hands and feet while you’re doing that? 


Just about nothing. I am stuck fighting. 

I notice your eyes are focused on the towel, too. What are you thinking? 
I’m wondering what your next move will be. 

So your mind, hands, and feet are all tied up in the struggle with anxiety? 


Yes, they pretty much are, and that is even more frightening than the anx- 
iety itself. It seems I have nothing left to work with. 


You could indeed spend all your energy fighting anxiety monsters until 
the end. But there is a different way, which is perhaps hard to think of 
while you're so busy fighting: You could simply drop the rope! The hardest 
thing to see is that your job here is not to win the tug-of-war. Your job is to 
drop the rope! Just imagine, what would happen if you refused to fight 
anymore and just dropped the rope? Are you willing to let go of the rope 
now and see what happens? 


[after letting go of the rope] The fight is over and my hands are free. 
Isn’t that great? And where am I—the anxiety monster? 


Yourre still there. You probably fell on the floor when I dropped the rope 
on you. 


Iam still here and the fight is over. And you’re right, I did fall down. But 
that won’t stop me from getting up and shouting at you, “Hey, pick up the 
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rope. What’s wrong with you?” What do you do then? [therapist dangles 
the towel in front of the patient] 


Client: I guess I have to listen, and I could pick up the rope—but I don’t have to 
pick it up, right? 


Therapist: That is indeed a choice you have: You don’t have to pick up the rope! Just 
remember though, I am still here in the room with you, and I am still 
shouting at you. I am not dead and gone. 


Client: I wish you were! 


Therapist: | understand. So you can’t make me go away. What is it then that you can 
control? 


Client: I cannot shut you up. The only thing I can do is not do what the monster 
tells me to do. 


Therapist: | That is your choice. You do not have to do what the monster tells you. 
You can’t make it shut up, as much as you’d like to silence it. Yet you also 
need not fight it or do whatever else it tells you to do. By the way, take a 
look at your hands and your legs now. Did you notice that they are free 
now? You are free to do all sorts of things that really matter to you now 
because you're no longer caught up in the fight with the anxiety monster. 


4. Value-Driven Behavior as an Alternative to Managing Anxiety 
(20 min.) 


At this point, clients will inevitably ask, “So, what do I do next?” Consistent with 
what we have said about creative hopelessness, you may be tempted to respond with 
something like, “I don’t know what you should do,” or “There is really nothing that can 
be done.” Yet these responses are not genuine. You will likely have some ideas about 
what might be done to help a client get unstuck and move forward. The exercises in this 
and the previous session will have helped clients explore the unworkability of past 
change efforts and let them contact the experience of unworkability fully, without 
defense and avoidance, so as to create space to move in the direction of creative 
workability. So, when clients ask, “What am I to do?” you might respond by saying 
something like “There is no simple answer as to what exactly will work for you. What we 
don’t want to do is go down the same old road where you got stuck in the first place. Per- 
haps it is time that we explore what it is that you really want to do. What is it that you 
care about most?” 
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Choosing Valued Directions 


Begin the discussion on choosing values by referring back to the feeding-the- 
anxiety-tiger metaphor. Trying to appease and manage anxiety (e.g., by giving in to the 
various avoidance and escape behaviors that it seems to demand) has led to a loss of 
increasingly larger portions of the client’s resources and psychological space. The anxi- 
ety thoughts and panicky feelings clients experience are like a monster growing inside. 
Each time clients give in to what panic, anxiety, fear, and worries ask them to do, they 
inadvertently feed the monster and make it grow bigger and bolder. Feeding the anxiety 
monster won’t make it calm and friendly in the long term. Ask clients, “Who is in con- 
trol here? Who is choosing? Is it you or is it a monster called anxiety or panic?” 

Feeding the anxiety monster has moved clients away from valued life directions 
and put living a valued life on hold. Tell clients that the remaining sessions are primarily 
devoted to reclaiming their lives. Whereas until now we have emphasized what clients 
cannot control (their internal experiences), we now focus on what clients can control 
with their hands and feet. A typical question ACT therapists might ask is, “In what val- 
ued direction are your feet currently taking you?” (Hayes & Wilson, 1994). Clients 
truly are in control and have the power to choose the direction they want their lives to 
take. At this point, the therapist could get up and walk around the room and point to 
their feet and legs to demonstrate that clients are in control of where their feet are tak- 
ing them. They do not have to devote their time, energy, and lives to feeding the anxi- 
ety monster. Most importantly, they need not wait until they have “mastered” their 
anxiety, and have gotten rid of all the symptoms and problems associated with it, to 
move on with their lives. 

Therapists can make this discussion more concrete by reviewing a few examples 
from the What Have I Given Up for Anxiety This Week? form clients completed at 
home and discussing the consequences and costs of anxiety management as related to 
living a full and valued life. You should also review last week’s LIFE form and focus on 
any instances of clients engaging in behavior to manage unwanted sensations and feel- 
ings. Again, point out costs associated with such management (i.e., whether that 
behavior got in the way of something clients value or care about). 


Values Make the Hard Work Worthwhile 


Clients often wonder why their therapist is talking about values in a treatment 
program for anxiety disorders. Tell clients that when they first entered therapy, their 
focus was on managing or getting rid of anxiety. This hasn’t worked in their lives. 
Instead, it has created more problems and solved very few of them. The purpose of the 
mindfulness exercises is to let them experience that they can observe aversive thoughts 
and feelings and approach situations that often got in the way of pursuing valued activi- 
ties. The purpose of these exercises is to give clients skills that could be helpful as they 
start doing things that they really care about. 

Tell clients that the last part of this session, and indeed the rest of the treatment, is 
about learning that they deserve to live a full life, and that you'll be helping them find a 
path and commit to a plan that will lead them in that direction. As a therapist, you 
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make a commitment to help your client explore and move toward their chosen values 
and goals in a systematic way so they can reclaim their lives. In the process, your clients 
may rediscover, or perhaps discover for the first time, what is most important to them. 
The following brief metaphor, adapted from Heffner and Eifert (2004), may help illus- 
trate this process for your clients. 


Think of life as a walk through a corridor with many doors. You [the client] 
have the power to choose which doors to open and enter. One of those doors 
is labeled “anxiety,” and you have chosen the anxiety door for so long that 
you may have lost sight of other options that are available to you. This ses- 
sion and the exercises at home will give you alternatives to explore. You can 
venture out and open up other doors. You can also choose to stay inside the 
anxiety room. What choice do you want to make? When you stay locked 
behind the anxiety door, what will that do to your life? Here is one of the 
most important questions for you: Do you want to be free of anxiety or panic, 
or do you want to have your life back? Now is the time to muster the courage 
to explore other doors in your life corridor. Think about your life. Besides 
anxiety, what other doors can you open? 


In the past, clients have spent their energy trying to manage their anxiety almost 
as if anxiety management were their occupation. Now they can think about how they 
can use their energy in a different way, such as being a trusted friend, a student, an ath- 
lete, a loving sister, brother, partner, or parent, or by starting a more fulfilling career, 
rekindling a hobby, or doing whatever else their heart desires. Heffner and Eifert (2004) 
used the following brief metaphor to help illustrate this point: 


Your life energy is a gift. You can think of it as being like a hammer. Just as 
you can use a hammer to build or to destroy, you can also focus energy on 
committing yourself to leading a full life, or waste your energy by trying to 
control the uncontrollable. Either way, anxiety will be with you. 


What Matters Most in Your Life? 


One way to get into a discussion of exploring values and living a full life is to ask 
clients what is really important to them. What really matters to them, and what do they 
care about? Some clients find it difficult to focus on what matters to them because their 
mind tells them anxiety control is what matters, precisely because anxiety appears to be 
the main barrier to doing what really matters to them. So, ask them whether they have 
ever wondered what their lives would be like if the anxiety monster did not rule them. 
For instance, what would be different if they didn’t have panic attacks, experienced less 
anxiety, or had fewer worries? What kind of things would they do or like to do if that 
were so? You may also ask the following: If you only had today to live, what would you 
do with the time you had left on this earth? 
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The Epitaph Exercise: What Do You Want Your Life 
to Stand For? 


The purpose of this powerful exercise, adapted from Hayes, Strosahl, and Wilson 
(1999) and Heffner and Eifert (2004), is to help clients clarify their values and make 
contact with what they care about. Is it conquering their anxiety or living a valued, rich 
life? Therapists should give the client a copy of the epitaph worksheet, which is at the 
end of this chapter and on the book CD. 


Imagine that one day this will be the headstone on your grave. Notice that the epitaph 
has not yet been written. What inscription would you like to see on it that will capture 
the essence of your life? What is it that you want to be remembered for? What would you 
like your life to stand for? What do you want to be about? Take this sheet with you and 
give yourself some time to think about this really important question. If you find an 
answer—or more than one—just write it down on the lines on “your” tombstone. This 
may seem like another strange and perhaps somewhat scary exercise. If you stick with it 
and complete it and feel a bit queasy, it will help you get in touch with what you want 
your life to stand for. 

This is not really a hypothetical exercise. What you will be remembered for—what 
defines your life—is up to you. It depends on what you do now. It depends on the actions 
you take that are consistent with what you care about. This is how you can determine 
the wording of your own epitaph. Now, I make no promises that people will build a 
Lincoln-type memorial for you at the end of your life. Yet if you persistently move in 
your valued directions, chances are that people will write more on your tombstone than 
“Here lies [insert the client’s name]—she conquered panic disorder” or “Here lies 
[insert the client’s name]—he finally stopped worrying” [individualize to fit client’s 
main presenting problem]. 

What does it mean that people never mention those items on tombstones? Could 
it mean that the goal you have been working extremely hard to achieve is ultimately not 
going to matter much in the grand scheme of things? An important question to ask 
yourself now is, Are you doing things to be the type of person you want to be? If not, now 
is the time to live the life you want and do the things that are most important to you. 
Each minute you spend at home trying to not have panic [individualize and insert cli- 
ent’s worst fear] is a minute away from doing what really matters most to you. 

Valued living is a lifelong process in which roadblocks and barriers arise. Each day 
you live is a day to move in a valued direction and take your painful thoughts and feel- 
ings with you. In a way, we write our own epitaph by the choices we make and actions 
we take each and every day. So once again, what do you want your epitaph to say when 
you're no longer alive? It is one of the most important questions that we ask you in this 
program. 
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Before moving on, we wish to point out that there is another way this exercise can 
be done. You can give clients two copies of the epitaph worksheet. First, you ask clients 
to write their own epitaph as if they died today. The epitaph should focus on everything 
clients have done in the service of not having anxiety. For instance, a person with panic 
and agoraphobia might write the following: 


I spent the last eight years homebound for fear of my panic. I have visited my 
doctor dozens of times to manage my anxiety. I have refilled countless 
prescriptions for medication. I have been unable to work for the past several 
years and have few friends outside of my immediate family. I have not gone to 
the beach all this time. I have not watched a sunset from a mountaintop since I 
was in high school. I haven't felt the cool breeze of a warm summer evening on 
my face for a long time. My life has been about not having panic and I leave this 
earth having been enslaved by this goal and not having conquered it. 


Then you ask clients to complete the second worksheet with what they want out 
of life and what they want their lives to stand for. Both tombstones can then be com- 
pared and discussed in the next session. 


5. Experiential Life Enhancement Exercises (Home) 


m Practice the Acceptance of Thoughts and Feelings exercise once a day 
for at least 20 minutes and complete the practice form after each 
practice 


™ Continue monitoring anxiety and fear-related experiences using the 


LIFE form 


= Complete the worksheet: What Have I Given Up for Anxiety This 
Week? 


= Complete the Daily ACT Ratings form 


= Complete one or two Write Your Own Epitaph exercise worksheets 
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ACCEPTANCE OF THOUGHTS AND FEELINGS 


Life Enhancement Exercise Practice Form 


In the first (left) column, record whether you make a commitment to practice the 
Acceptance of Thoughts and Feelings exercise that day and include the date. In the 
second column, record whether you actually practiced, when you practiced, and how 
long you practiced. In the third column, record whether you used a tape or not. In the 
fourth column, write down anything that comes up during your practice and that you 


would like to talk about at our next meeting. 


Commitment: yes/no | Practiced: yes/no Tape/CD: | Comments 
When practiced? 
How long (min.)? 
Practiced: yes / no 
Time: A.M./P.M. 
Minutes: 

Sunday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 

Monday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 

Tuesday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 

Wednesday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 

Thursday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 

Friday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 
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WHAT HAVE I GIVEN UP FOR ANXIETY THIS WEEK? 


Life Enhancement Exercise Record Form 


The purpose of completing this exercise and record form is to let you examine on a 
daily basis how costly managing your anxiety is for you. What are you giving up in order 
to manage, reduce, and avoid anxiety? What opportunities to do things that you like or 
that matter to you are you trading in to control and manage anxiety? What are you 
missing out on? 

In the first (left) column, record the situation or event that triggered your anxi- 
ety, concerns, or worries. In the second column, write down your anxiety, bodily sen- 
sations, thoughts, concerns, or worries. In the third column, record what you actually 
ended up doing to manage your anxiety. In the fourth column, record what effect your 
efforts to control or reduce your anxiety had on you. For instance, how did you feel 
afterward? In the fifth (right) column, write down the consequences and costs associ- 
ated with your efforts to manage your anxiety. What did you give up or miss out on? 


Situation/Event 


Example: was 
invited to go 
out with some 
friends 


Anxiety/Concern | Anxiety 


Example: was 
afraid of having a 
panic attack 


Control 
Behavior 
Example: stayed 
at home and 


watched TV 


Effect on You 


Example: felt 
lonely, sad, and 
angry with 
myself for being 
so weak 


Costs 


Example: lost 
out on a good 
time with my 
friends; missed 
an opportunity 
to deepen 
friendships 
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WRITE YOUR OWN EPITAPH 
“WHAT DO I WANT MY LIFE TO STAND FOR?” 


An Experiential Life Enhancement Exercise 


Here Lies 


ws 


CHAPTER 9 


Acceptance and Valued 
Living as Alternatives to 
Managing Anxiety 


Sessions 4 & 5 


Trying to fix ourselves is not helpful because it implies struggle and 
self-denigration. Lasting change occurs only when we honor ourselves as the 
source of wisdom and compassion. It is only when we begin to relax with 
ourselves that acceptance becomes a transformative process. Self-compassion 
and courage are vital. Staying with pain without loving-kindness is just warfare. 


—Pema Chödrön 
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Session 4 
Mindfulness, Acceptance, and 
Choosing Valued Directions 


GOALS AND THEME 


This session has three goals. The first goal is to introduce clients to acceptance and 
mindfulness as a skillful way of approaching our various life experiences. Clients learn to 
observe anxiety-related thoughts and feelings without evaluation or judgment and with- 
out holding onto, getting rid of, suppressing, or otherwise changing what they experi- 
ence. Clients learn to assume an observer perspective in relation to their anxiety-related 
feelings and thoughts via the Acceptance of Anxiety exercise. The exercise encourages 
willingness to make full contact with the experience of anxiety and provides clients with 
a tool for doing so. The larger goal is to undermine the tendency to react to anxious 
thoughts and sensations so as not to have them, including avoiding situations where 
anxiety may show up. The second goal is to help clients differentiate what they can con- 
trol from what they cannot control in their lives. The third goal is to affirm valued living 
as an alternative agenda to managing anxiety. Based on the epitaph exercise and what 
clients want their lives to stand for, therapists help clients explore more specific values 
and identify goals by means of the Valued Directions worksheet to be completed by cli- 
ents at home. 


Session Outline 


I. Review of Daily Practice (5 min.) 


=m Review Acceptance of Thoughts and Feelings exercise and Daily 
ACT Ratings 


2. Learning to Accept Anxiety with Mindfulness (25 min.) 
m The Nature of Acceptance and Mindfulness 


=m Acceptance of Anxiety Exercise 


= Acceptance Is Not a Clever Fix for Anxiety 


3. Controlling Internal Versus External Events (10 min.) 


= The Polygraph Metaphor 
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4. Exploring Values (15 min.) 
m Making a Commitment 
=m Valued Directions Worksheet 


n Values Versus Goals 


5. Experiential Life Enhancement Exercises (Home) 


m Daily practice of Acceptance of Anxiety exercise for at least 20 
minutes 


= Continue monitoring anxiety and fear-related experiences using 


the LIFE form 
= Complete Daily ACT Ratings form 


= Complete Valued Directions worksheet 


6. Session Materials and Handouts 
= Acceptance of Anxiety exercise instructions (two sets) 
= Acceptance of Anxiety practice form 
= Living in Full Experience (LIFE) form 
a Daily ACT Ratings form 


a Valued Directions worksheet 


Agenda 


|. Review of Daily Practice (5 min.) 


Review the client’s daily practice of the Acceptance of Thoughts and Feelings 
exercise and Daily ACT Ratings. Defer review of the LIFE form and Write Your Own 
Epitaph worksheet until you discuss values later in the session. 


2. Learning to Accept Anxiety with Mindfulness (25 min.) 


Instead of the usual centering exercise, begin this session with a brief 5-minute 
introduction to clarify the nature of acceptance and mindfulness. This introduction 
should be followed by a 15-minute Acceptance of Anxiety exercise. 
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The Nature of Acceptance and Mindfulness* 


Please refer back to chapter 5 for a more detailed discussion on the nature of 
acceptance and mindfulness. Below is only a summary of the main points that therapists 
should convey to clients. 

Acceptance means letting go of fighting the reality of having fear and anxiety. 
This means willingness to experience anxious thoughts, memories, sensations, and feel- 
ings as they are, without acting to avoid or escape from these experiences and the cir- 
cumstances that may give rise to them, and without acting solely on the basis of what 
their mind may say about the meaning of these events (e.g., “I’m losing control,” “I must 
be dying or going crazy,” “I can’t do XYZ because I am too anxious”). Point out to clients 
the close relation between acceptance, willingness, and life goal—related behavior. 
Linehan (1993) defined willingness as accepting what is, together with responding to 
what is, in an effective and appropriate way. It is doing what works and just what is 
needed in the current situation or moment. Experiential acceptance is a willingness to 
experience anxiety-related thoughts, feelings, memories, and physiological reactions so 
that clients can participate in activities that they deem important and meaningful 
(Orsello et al., 2004). 

These definitions make it very clear that acceptance and willingness are not feel- 
ings. They are a stance toward life and are very much about behavior and action. Stress 
that acceptance within the context of anxiety does not imply passive resignation (“giv- 
ing up”), inactivity, or diminished personal responsibility. On the contrary, mindful 
acceptance creates space for clients to think and feel their thoughts and emotions 
rather than continuing to resort to automatic, habitual ways of responding. Let clients 
know that the mindfulness and acceptance exercises in this program are designed to 
help them broaden their behavioral repertoire and increase flexibility in responding 
(Wilson & Murrell, 2004)—they are literally meant to increase their response-ability. 

When discussing these notions with clients, point out that acceptance does not 
mean approving or condoning their experience (past or present). It is simply about 
acknowledging and experiencing what is there. What makes mindfulness exercises so 
useful for clients is that they encourage observing without evaluation or judgment and 
without getting rid of, suppressing, or otherwise changing what they experience. Point 
out that such observation without judgment and with compassion is “acceptance 
behavior” or “skillful experiencing” of life in the present moment. This is actually an 
active response—just not in the way we usually think of being active (as in running, 
fighting, struggling, etc.). Mindfulness exercises teach clients to allow private events 
such as thoughts and emotions to come and go, simply sitting with and noticing them as 
they are in the present moment (Greco & Eifert, 2004). 

The ultimate goal of mindfulness is happiness in terms of freedom from unneces- 
sary suffering. Suffering occurs when we push psychological pain away and do things to 
escape from experiencing it. Recall how Marsha Linehan (1993) defines suffering as 


We acknowledge with gratitude Joanna Arch for her contributions to this section and her 
suggestions for wording and conducting the acceptance exercises. 
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“pain plus nonacceptance.” Painful feelings of sadness and anxiety turn into suffering 
when we do not accept them and when we struggle to get rid of them. This leads us to 
become sad about being sad and fearful of having fear. Emphasize to clients that this is 
the type of suffering that mindfulness seeks to end and the type of freedom from suffer- 
ing that mindful acceptance holds out for them. In this sense, the goal of mindfulness 
goes beyond acceptance of anxiety. Through mindfulness exercises, clients can gradu- 
ally teach their mind to be less reactive, gain insight into how it works for and against 
them, and develop flexibility in responding to their mind. The goal is to develop a place 
of calm beneath the storm, to promote health and vitality, and to foster caring kindness 
toward themselves and others. 


Acceptance of Anxiety Exercise 


We adapted and tailored the Acceptance of Anxiety exercise to individuals with 
anxiety disorders from a more general set of acceptance exercises introduced by Segal 
and colleagues (2002) for use with depressed persons. At first, many clients are horrified 
by the notion that they should accept their anxiety, so explain to clients that accepting 
anxiety does not mean liking or wanting anxiety. It means dropping the rope and will- 
ingly making space for it when it is there—simply because it is there anyway. It means 
learning to see anxiety as it is (i.e., a jumble of uncomfortable feelings and physical sen- 
sations in the body) not as what their mind tells them it is (i.e., something dangerous, 
intolerable sensations that must be defeated, a sign that disaster is about to strike). 

Tell clients that this exercise contains some elements from the Acceptance of 
Thoughts and Feelings exercise but focuses more explicitly on awareness of anxiety- 
related thoughts and bodily sensations and staying with such experiences until they no 
longer pull on the client’s attention. The exercise is about actively making space for 
anxiety-related thoughts, feelings, and other experiences by allowing or letting them be 
rather than rushing in to fix or change them (Segal et al., 2002). When clients let anxi- 
ety be—simply noticing and observing whatever is already present—they begin to cre- 
ate space for it, thereby opening up a fundamentally different way of being with their 
anxiety experience. This exercise is critical because it specifically teaches clients new 
skills that foster a new way of relating with anxiety-related aversive bodily sensations, 
thoughts, and feelings. Such experiences will likely show up in future sessions and in 
real-life situations as clients move forward on their path toward valued life goals. We 
suggest that therapists read the instructions to clients in a slow and soft manner. The 
instructions for the exercise are also on the book CD. 


|. In our previous exercises, we have used the breath as the focus of atten- 
tion. When the mind wandered off and started focusing on thoughts, 
worries, images, or feelings, you were asked to notice these thoughts and 
feelings and then gently redirect attention back to your breath. In this 
exercise, we actively and openly invite into our awareness bodily sensa- 
tions and unwanted thoughts, worries, and images so that you may learn 
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to approach them in an accepting and compassionate way. Just like in 
the finger trap and tug-of-war exercises, this exercise encourages you to 
lean into anxiety rather than fight it. Leaning into anxiety means creat- 
ing a space for you to feel your emotions and think your thoughts, expe- 
riencing them as they are, rather than what your mind tells you they are. 
It also provides you with space to do things with your life that you may 
have put on hold for a long time. Are you willing to do an exercise to 
help you do that? [Wait for client’s permission and then move on.] 


Go ahead and get in a comfortable position in your chair. Sit upright 
with your feet flat on the floor, your arms and legs uncrossed, and your 
hands resting in your lap (palms up or down, whichever is more com- 
fortable). Allow your eyes to close gently [pause 10 seconds]. 


Take a few moments to get in touch with the physical sensations in your 
body, especially the sensations of touch or pressure where your body 
makes contact with the chair or floor. Notice the gentle rising and fall- 
ing of your breath in your chest and belly. There is no need to control 
your breathing in any way—simply let the breath breathe itself [pause 
10 seconds]. As best you can, also bring this attitude of allowing and 
gentle acceptance to the rest of your experience. There is nothing to be 
fixed. Simply allow your experience to be your experience, without 
needing it to be other than what it is [pause 10 seconds]. 


It is natural for your mind to wander away to thoughts, worries, images, 
bodily sensations, or feelings. Notice these thoughts and feelings, 
acknowledge their presence, and stay with them [pause 10 seconds]. 
There is no need to think of something else, make them go away, or 
resolve anything. As best you can, allow them to be ... giving yourself 
space to have whatever you have ... bringing a quality of kindness and 
compassion to your experience [pause 10 seconds]. 


Allow yourself to be present to what you are afraid of. Notice any 
doubts, reservations, fears, and worries. Just notice them and acknowl- 
edge their presence, and do not work on them [pause 10 seconds]. Now 
see if for just a moment you can be present with your values and com- 
mitments. Ask yourself, Why am I here? Where do I want to go? What 
do I want to do? [pause 15 seconds] 


Now focus on a thought or situation that has been difficult for you. It 
could be a particular troubling thought, worry, image, or intense bodily 
sensations [pause 10 seconds]. Gently, directly, and firmly shift your 
attention on and into the discomfort, no matter how bad it seems 
[pause 10 seconds]. Notice any strong feelings that may arise in your 
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body, allowing them to be as they are rather than what you think they 
are, simply holding them in awareness [pause 10 seconds]. Stay with 
your discomfort and breathe with it [pause 10 seconds]. See if you can 
gently open up to it and make space for it, accepting and allowing it to 
be [pause], while bringing compassionate and focused attention to the 
sensations of discomfort [pause 15 seconds]. 


If you notice yourself tensing up and resisting what you have, pushing 
away from the experience, acknowledge that and see if you can make 
some space for whatever you’re experiencing [pause 10 seconds]. Must 
this feeling or thought be your enemy? [pause 10 seconds] Or can you 
have it, notice it, own it, and let it be? [pause 10 seconds] Can you 
make room for the discomfort, for the tension, for the anxiety? [pause 
10 seconds] What does it really feel like—moment to moment—to 
have them? [pause 10 seconds] Is this something you must struggle 
with or can you invite the discomfort in, saying to yourself with willing- 
ness, “Let me have it; let me feel what there is to be felt because it is my 
experience right now”? [pause 15 seconds] 


If the sensations or discomfort grow stronger, acknowledge their pres- 
ence, stay with them [pause 10 seconds], breathing with them, 
accepting them [pause 10 seconds]. Is this discomfort something you 
must not have, you cannot have? [pause 10 seconds] Even if your mind 
tells you that you cannot, can you open up a space for it in your heart? 
[pause 10 seconds] Is there room inside you to feel that with compas- 
sion and kindness toward yourself and your experience? [pause 15 
seconds] 


Apart from physical sensations in the body, you may also notice 
thoughts coming along with the sensations, and thoughts about the 
thoughts. When you notice any such thoughts, also invite themin... 
softening and opening to them as you become aware of them [pause 10 
seconds]. You may also notice your mind coming up with evaluative 
labels such as “dangerous” or “getting worse.” If that happens, you can 
simply thank your mind for the label [pause 10 seconds] and return to 
the present experience as it is, not as your mind says it is, noticing 
thoughts as thoughts, physical sensations as physical sensations, feel- 
ings as feelings—nothing more, nothing less [pause 15 seconds]. 


Stay with your discomfort for as long as it pulls on your attention 
[pause 10 seconds]. If and when you sense that the anxiety and other 
discomfort are no longer pulling for your attention, let them go [pause 
15 seconds]. 
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I1. Then, when you are ready, gradually widen your attention to take in 
the sounds around you in this room [pause 10 seconds]. Take a 
moment to make the intention to bring this sense of gentle allowing 
and self-acceptance into the present moment [pause 5 seconds], and 
when you are ready, slowly open your eyes. 


Acceptance Is Not a Clever Fix for Anxiety 


After completing the exercise, ask clients how they experienced the exercise and 
discuss any comments, questions, or concerns. Therapists can also weave into this dis- 
cussion some more points about the nature and purpose of mindful acceptance. 

As we outlined early on, clients may use mindfulness as yet another control strat- 
egy to get relief from anxiety. Briefly point out that it is essential that clients not use 
mindfulness and other exercises in this program as clever ways to combat or fix their 
anxiety. This may work in the short run, but it is a step back to the old, unworkable con- 
trol agenda. Hence, therapists should pay careful attention when clients talk about 
their experiences with mindfulness exercises. Examine whether clients are using such 
exercises to control or manage anxiety. For instance, it is fine when clients report that 
they find themselves better able to allow anxiety-related thoughts and feelings to be 
rather than fighting them or pushing them away. Here clients are making progress 
toward being more accepting of their experience. 

On the other hand, when clients report positive changes (e.g., symptom relief) as 
aresult of having used the mindfulness exercises, they link acceptance to positive feel- 
ing outcomes. In such instances, clients may be attempting to use mindfulness as part of 
the “doing/driven” mode to achieve the goal of relaxation or anxiety relief, which has 
little to do with mindful acceptance (cf. Segal et al., 2002). Remind clients that “accep- 
tance is so important because its opposite is too risky. An unwillingness to accept nega- 
tive feelings, physical sensations, or thoughts [because they are aversive] is the first link 
in the mental chain that can rapidly lead to the reinstatement of old, automatic, habit- 
ual, relapse-related patterns of mind” (Segal et al., 2002, p. 223). 

Also emphasize that mindfulness and acceptance ultimately occur in the service 
of committed action. Hence, acceptance is a more skillful way for them to relate to anx- 
iety by acknowledging its presence, allowing it to be and making space for it as it is, so 
that they can move forward with their lives. Acceptance empowers them to do what 
they really want to do and experience whatever they may experience along the way. It 
will also be important to reiterate this purpose when providing the rationale for expo- 
sure exercises in subsequent sessions. 


3. Controlling Internal Versus External Events (10 min.) 


The purpose of this section is to discuss with clients the contingencies that govern 
controllability. Ask clients whether they have heard of the serenity creed: Accept with 
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serenity what you cannot change, have the courage to change what you can, and 
develop the wisdom to know the difference. Although many clients will have heard of it 
and agree with it, they simply do not know what they can change and what they cannot 
change in their life. Living the creed is difficult. We suggest the following text as a possi- 
bility for discussion. 


The metaphors and exercises in this section are designed to help you to recognize what 
you can and cannot control, and to distinguish one from the other. Being able to make 
this distinction will help you better understand why anxiety became a problem for you, 
and it will point you in the direction of what to do and not to do. By now you already 
know that distracting yourself or telling yourself [use examples from client’s experience 
or LIFE form] has not really worked to control your anxiety and worries. Yet there is a 
good reason why you keep on doing this type of thing. The reason is that taking control 
does work well in certain situations. For example, if you had this chair in your room and 
you no longer liked it, you could get rid of it by getting up, taking it, and throwing it into 
the garbage [therapist stands up, goes to a chair in the room, and hints at throwing it 
away]. Once it is gone, it’s much like the saying “Out of sight, out of mind.” [Ask clients 
to come up with similar examples on their own, and discuss them briefly.] 

These and other examples involve situations where you really are in control. The 
important question is, what makes these situations controllable? They all involve 
objects or situations in the outside world—the world outside the skin. Getting rid of 
things you don’t like in the outside world often is possible and has worked well for you. 

Now what about controlling your thoughts and feelings? Can you also get rid of 
them or change them? By distracting yourself or using positive affirmations, you may 
feel better at first. But does it last? Do the worries, concerns, memories, and fears come 
back after a while? Do you recognize this pattern? Unlike old chairs that stay away after 
you toss them away, your thoughts and feelings keep coming back. The problem here is 
that what works well in the external world just does not work well in our internal world 
of thoughts and feelings. Here we are not in charge—our bodies and minds seem to 
march to their own tune. Yet, we often deal with our thoughts and feelings in the same 
way we deal with clothes we don’t like or the chair we wish to throw away. If we don’t 
like what we think and feel, we want to throw out those thoughts and feelings. And it 
just doesn’t work. 


The Polygraph Metaphor 


At this point, remind clients of the finger trap and tug-of-war exercises. The pur- 
pose of these exercises was to demonstrate that control efforts do not work and that cli- 
ents have the option of ending their struggle by letting go and doing something 
counterintuitive; that is, something different from what they have done in the past. The 
polygraph metaphor (Hayes, Strosahl, & Wilson, 1999) is therefore particularly suited 
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for clients with anxiety disorders because it illustrates the paradoxical effects of 
attempting to control and reduce anxiety-related responses and how such efforts can 
backfire. Such control efforts typically are ineffective, and often make matters worse. In 
a sense, the polygraph metaphor illustrates the vicious cycle of anxious apprehension, 
bodily sensations, catastrophic evaluations of such sensations, and panic (Barlow, 
2002). 


Imagine you are hooked up to the best and most sensitive polygraph machine that’s ever 
been built. Because this polygraph is incredibly effective in detecting anxiety, there is no 
way you can be aroused or anxious without the machine detecting it. Now here is your 
task: All you have to do is stay relaxed—just stay calm. If you get the least bit anxious, 
however, I will know it. I know you really want to stay relaxed. So I want to give you a 
special incentive to succeed. I will hold this revolver to your head [point your finger to 
your own temple and gesture about it going off]. If you just stay relaxed, I won’t shoot. In 
fact, I will even give you $100,000! But if you get nervous—and remember, this perfect 
polygraph will notice that immediately—I’m going to have to kill you. So, just relax! 


Therapist: | What do you think would happen in this situation? 


Client: I don’t think I could do it, but what about you? Could you do it or help me 
do it? 


Therapist: I don’t think I could do it either. The tiniest bit of anxiety would be terri- 
fying. We’d be going “Oh, my God! I’m getting anxious! Here it comes!” 
We're dead. 


Client: I thought I was the one with the problem. Why can’t you do it? 


Therapist: | Because none of us can stay calm with a gun pointed at our head. If I were 
in that situation, I’d get shot, too. So it’s not that you are somehow broken 
and need to be fixed by me. We’re in this together. 


Client: Are you saying there is nothing we can do or control? 


Therapist: I’m not saying that at all. What if I had told you, “Get rid of that painting 
on the wall or IIl shoot you,” instead of telling you to relax? You probably 
would have taken down the picture and given it away, and everything 
would be fine. That is how the world outside the skin works. We can 
change and control things by doing stuff with our hands and feet. But if I 
simply told you, “Relax, or I’ll shoot you,” what would happen? 


Client: I guess I’d get quite nervous and would get shot if there really was a gun. 
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Therapist: | The harder you’d try, the more nervous you’d get because you would be 
able to tell it wasn’t working. So why does it not work? What’s the differ- 
ence between getting rid of a picture on your wall and staying relaxed? 


Client: Well, I can get rid of the picture by literally throwing it away with my 
hands, but I can’t get inside my brain and change what’s going on there. 
That’s why I have tried talking to myself—you know, trying to calm 
myself down. 


Therapist: | How has that worked in your experience? 


Client: Sometimes a bit, but not for long and certainly not as much as I would like 
it to. 
Therapist: It is interesting that you mention your brain, because it is actually the 


command center of the perfect polygraph, and you’re already hooked up 
to it. Your nervous system is better than any polygraph and will detect any 
anxiety you have. Now, in your situation, you’ve got something pointed at 
you that is even more threatening than any gun: the workability of your 
life. So what do you get when you notice anxiety and hold that powerful 
workability gun to your head and say, “Relax”? 


Client: I’m getting shot! This is what my life feels like, and it’s definitely not what 
I want. 


Therapist: | Perhaps we should be looking more closely at what it is that you do want. I 
mean what really matters to you deep down—and what it is that you can 
get. 


Apart from illustrating the paradoxical effects of attempting to control and reduce 
anxiety-related responses, the polygraph metaphor helps clients experience the differ- 
ence in how control works for most things in the external world versus how control 
works against us when applied to aspects of the private world. Conscious, deliberate, 
purposeful control works great in the manipulable world, where the following rule 
applies: “If you don’t like it, figure out a way to get rid of it, and then get rid of it.” This 
type of control, however, does not work with emotions, feelings, memories, worries, and 
bodily sensations. In fact, when control is applied to unpleasant thoughts and emotions, 
it tends to give us more of the very experiences we do not want to have. In such cases, 
deliberate control is not a solution; it becomes part of the problem or even the problem. 
Again, remind clients, “You can run but you can’t hide. You simply cannot avoid your- 
self and what is happening inside of you. These experiences define what is uniquely 
human about you. To act against them is to act against your very being.” 


170 Acceptance and Commitment Therapy for Anxiety 


Any references to values in these discussions plant an important seed for future 
sessions and are a good transition to the next treatment section. Recall that valued liv- 
ing often gets pushed out of the way as anxious clients struggle to manage fear, panic, 
worries, and so on. Continued practice and work with the LIFE form serves to identify 
and emphasize these personal costs. In the last part of this session, we begin exploring 
values—something clients do have control over. 


4. Exploring Values (15 min.) 


Making a Commitment 


This is an important emotional and potentially very motivating moment in ther- 
apy. First, review last week’s LIFE form and focus on any instances where engaging in 
behavior to manage anxiety-related feelings and thoughts was associated with short- or 
long-term costs. Then move on to the epitaph exercise and discuss the client’s experi- 
ence with this exercise. If clients have identified one or more core values, the therapist 
can ask clients whether they are willing to take a stand and commit to these values. 


Therapist: I want you to connect with this statement on your epitaph and what you 
really intend to have in your life. Are you willing to stand up, look me in 
the eye, and tell me what is most deeply true about you, what you’d want 
your life to be about if you weren’t living a life in the anxiety box? 


Client: Iam not sure whether I will get out of the box, but I do know what I want 
in life. 


Therapist: Okay, then please stand up, look at me, and tell me: what do you want to be 
about? 


Client: I want to be a loving partner, independent, and a great architect. 


Therapist: [keeping eye contact with the client] Then I want what we do together to be 
about that! [pause] You can have that. 


The discussion of what clients want their lives to stand for and their subsequent 
commitment to these values is a good basis for a more specific discussion of values and 
goals. Some clients initially are confused as to what therapists mean by “values.” A sim- 
ple way to describe values is to refer to them as parts of life that are important to most 
people. We categorize values into domains or areas: family, friends, romantic relation- 
ships, leisure, education, career, citizenship, health, and spirituality. Although we list 
domains separately, most domains overlap. For example, the value of education can 
lead to a career, and your career can lead to meeting new friends. 

The epitaph exercise and other value-related exercises often make people sad 
when they realize how much of their lives they put on hold in the service of managing or 
avoiding anxiety. This is a good opportunity to reassess the client’s agenda. Until now, 
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this agenda typically has been, “I will only be able to move on with my life after my anxi- 
ety symptoms are lessened or controlled.” Therapists can encourage clients to use these 
life directions as both a guide and a justification for the hard work of treatment. When- 
ever therapists notice, or clients report, attempts at symptom alleviation, therapists 
should ask clients whether these attempts move them toward or away from life goals. 
Again, the issue is not whether control or acceptance behavior is the “better” strat- 
egy—the question is what behavior works and helps clients move toward their chosen 
life directions. 


Valued Directions Worksheet 


Therapists should briefly explain how to complete the Valued Directions 
worksheet provided at the end of this chapter and on the book CD. It is a somewhat 
lengthy form that incorporates the ten life domains examined in the Valued Living 
Questionnaire (Wilson & Groom, 2002) and parts of the value worksheets presented in 
our ACT anorexia workbook (Heffner & Eifert, 2004) and in the book by Hayes, 
Strosahl, and Wilson (1999). It is essential that clients complete this worksheet at 
home and bring it back to the next session because the identified directions will be used 
to construct a Life Compass and identify barriers to moving in those directions. This 
exercise also will become the focus of exposure exercises in subsequent treatment ses- 
sions. So ask clients whether they are 100 percent willing to make a commitment to 
complete this worksheet for the next session. 


Values Versus Goals 


One of the most common problems we encounter when we ask clients about their 
values is that they confuse values with goals. For instance, a client may say, “I want to be 
less anxious” or “I want to be more at peace with myself.” Both statements sound like val- 
ues, when they are really goals. One could regard being less anxious and more at peace as 
emotional goals. Essentially, being more calm or at peace is an outcome, a result that may 
(or may not) happen after we start moving toward our values. Values are a direction. They 
must be lived out (Hayes, Strosahl, & Wilson, 1999). They are what you do. 

Goals are destinations. Goals are actions that people can tick off and com- 
plete—you’ve done it or not (e.g., losing ten pounds, taking a vacation, getting a 
degree, mowing the lawn). Once we reach a goal, the work is done, and we are finished. 
For example, getting married is a goal. Once that ring is on your finger, your goal is 
achieved. Values are lifelong journeys. One can answer the question “Am I done yet?” 
for goals, but not for values. They have no end point. Instead, they direct us throughout 
life. For example, the value of being a loving, devoted partner is not complete the 
moment you say “I do.” Being a loving, devoted partner is something you must con- 
stantly keep on working toward, and there is always room for improvement. Also, 
reaching a particular goal (getting married) is just one of many steps in a valued 
direction (being a loving partner). 

Although values and goals are not the same, they are related. Also, different val- 
ues can underlie the same goal. For instance, most college students pursue the same 
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goal: They want to graduate from college. They have reached this destination or goal 
when they have the degree certificate in hand. Different values may underlie the goal of 
acollege education. Some people want to earn a degree because they value learning and 
education. Others value being financially secure, and earning a degree is a step toward a 
higher income. Others value friendship, and college is a way to meet new people and 
make friends. You can then ask clients to examine their own behavior and identify the 
values that underlie their goals. Ask them to think of one or two goals they have set for 
themselves. To determine the value that underlies the goal, they can ask themselves, 
“Why am I doing this?” “What am I trying to accomplish in my life with this goal?” 
“Where am I heading with this?” 


5. Experiential Life Enhancement Exercises (Home) 


m Practice of the Acceptance of Anxiety exercise for at least 20 minutes 
daily, and complete the practice form after each practice. Give clients a 
copy of the instructions to take home. 


™ Continue monitoring anxiety and fear-related experiences using the 
LIFE form 


m Complete the Daily ACT Ratings form 


= Complete the Valued Directions worksheet 
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ACCEPTANCE OF ANXIETY 


Life Enhancement Exercise Record Form 


In the first (left) column, record whether you made a commitment to practice the 
Acceptance of Anxiety exercise that day and include the date. In the second column, 
record whether you actually practiced, when you practiced, and how long you prac- 
ticed. In the third column, record whether you used a tape or not. In the fourth col- 
umn, write down anything that comes up during your practice and that you would like 


to talk about at our next meeting. 


Commitment: yes/no | Practiced: yes/no Tape/CD: |Comments 
When practiced? 
How long (min.)? 
Practiced: yes / no 
Time: A.M./P.M. 
Minutes: 

Sunday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 

Monday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 

Tuesday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 

Wednesday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 

Thursday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 

Friday: Practiced: yes / no 

Date: Time: A.M./P.M. 
Minutes: 
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VALUED DIRECTIONS 


Below are areas of life that some people value. We are concerned with your quality of 
life in each of these areas. One aspect of quality of life involves the importance you put 
on different areas of living. First rate the importance of each area by circling a number 
ona scale of 0, 1, or 2. Not everyone will value all of these areas, or value all areas the 
same. Rate each area according to your own personal sense of importance. If you rated an 
area as unimportant (0), move right on to rate the importance of the next area. If you 
rated an area moderately or very important (1 or 2), make a rating of how satisfied you 
are with the quality and depth of your experience in this area of life. Then rate how 
often you have done something to move you forward in this area during the last week. 
After completing your ratings, write down your intention of how you would like to live 
your life in that area (e.g., what is most important to you in that area?) Always leave 
the second line (barriers) blank. We will discuss them and complete those lines in the 
next session. 


Family (other than marriage or parenting): How do you want to interact with your 
family members? What type of sister or brother do you want to be? What type of son or daugh- 
ter do you want to be? 


How important is this area to you? 


0 = not at all 1 = moderately 2 = very important 


Overall, how satisfied are you with the quality and depth of your experience in this area of life? 


0 = not at all 1 = moderately 2 = very important 


How often have you done something to move you forward in this area during the last week? 


0 = no action 1 = once or twice 

2 = three or four times 3 = more than four times 
Intention: 

Barriers: 


Intimate Relationships (e.g., marriage, couples): What is your ideal relationship like? 
What type of relationship would you like to have? What kind of partner do you want to be in 
an intimate relationship? How would you treat your partner? 


Importance: 0 = not at all 1 = moderately 2 = very important 
important important 

Satisfaction: 0 = not at all 1 = moderately 2 = very satisfied 
satisfied satisfied 

Actions (last week): 0 = no 1=onceor 2=threeor 3 = more than 


action twice four times four times 
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Intention: 


Barriers: 


Parenting: What type of parent do you want to be? How do you want to interact with your 
children? 


Importance: 0 = not at all 1 = moderately 2 = very important 
important important 

Satisfaction: 0 = not at all 1 = moderately 2 = very satisfied 
satisfied satisfied 

Actions (last week): 0 = no 1=onceor 2=threeor 3 = more than 
action twice four times four times 

Intention: 

Barriers: 


Friends / Social Life: What type of friend do you want to be? What does it mean to be a 


good friend? How would you behave toward your best friend? Why is friendship important to 
you? 


Importance: 0 = not at all 1 = moderately 2 = very important 
important important 

Satisfaction: 0 = not at all 1 = moderately 2 = very satisfied 
satisfied satisfied 

Actions (last week): 0 = no 1=onceor 2=threeor 3 = more than 
action twice four times four times 

Intention: 

Barriers: 


Work / Career: What do you value about your work? Financial security? Intellectual chal- 


lenge? Independence? Prestige? Getting to interact with other people? Helping people? What 
type of work would you like to do? 


Importance: 0 = not at all 1 = moderately 2 = very important 
important important 

Satisfaction: 0 = not at all 1 = moderately 2 = very satisfied 
satisfied satisfied 

Actions (last week): 0 = no 1=onceor 2=threeor 3 = more than 
action twice four times four times 


Intention: 


Barriers: 
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Education / Training: Why is learning important to you? Are there any skills you’d like to 
learn? 


Importance: 0 = not at all 1 = moderately 2 = very important 
important important 

Satisfaction: 0 = not at all 1 = moderately 2 = very satisfied 
satisfied satisfied 

Actions (last week): 0 = no 1=onceor 2=threeor 3 = more than 
action twice four times four times 

Intention: 

Barriers: 


Recreation /Fun: What type of activities do you enjoy? What type of activities would you 
really like to engage in? Why do you enjoy them? 


Importance: 0 = not at all 1 = moderately 2 = very important 
important important 

Satisfaction: 0 = not at all 1 = moderately 2 = very satisfied 
satisfied satisfied 

Actions (last week): 0 = no 1=onceor 2=threeor 3 = more than 
action twice four times four times 

Intention: 

Barriers: 


Spirituality: This domain is about faith and spirituality rather than organized religion. Why 
is faith important to you? If this is important in your life, what is it that makes this so 
important? 


Importance: 0 = not at all 1 = moderately 2 = very important 
important important 

Satisfaction: 0 = not at all 1 = moderately 2 = very satisfied 
satisfied satisfied 

Actions (last week): 0 = no 1=onceor 2=threeor 3 = more than 
action twice four times four times 

Intention: 


Barriers: 
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Citizenship /Community Life: What can you do to make the world a brighter place? Are 
community activities (e.g., volunteering, voting, recycling) important to you? Why? 


Importance: 0 = not at all 1 = moderately 2 = very important 
important important 
Satisfaction: 0 = not at all 1 = moderately 2 = very satisfied 
satisfied satisfied 
Actions (last week): 0 = no 1=onceor 2=threeor 3 = more than 
action twice four times four times 
Intention: 
Barriers: 


Health / Physical Self-Care: What issues related to health and physical well-being do you 
care about (e.g., sleep, diet, exercise)? Why and how do you take care of yourself? 


Importance: 0 = not at all 1 = moderately 2 = very important 
important important 

Satisfaction: 0 = not at all 1 = moderately 2 = very satisfied 
satisfied satisfied 

Actions (last week): 0 = no 1=onceor 2=threeor 3 = more than 
action twice four times four times 


Intention: 


Barriers: 
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Session 5 
Moving Toward a Valued Life with an 
Accepting, Observing Self 


GOALS AND THEME 


The major goal of Session 5 is to prepare clients for subsequent in-session and 
between-session exposure exercises and to link those exercises to the client’s values and 
goals. Previous exercises have already laid the necessary groundwork. At this point, cli- 
ents should have developed some rudimentary skills for observing anxiety in a mindful, 
accepting way. Several exercises in this session are designed to facilitate further devel- 
opment of an accepting observer perspective (self-as-context). In so doing, clients will 
gain additional practice distinguishing between experiences they have (thoughts, emo- 
tions, and physical sensations) and the person having them. Clients also learn that they 
have a choice. They can choose to observe and accept their anxiety for what it is, or 
choose to react to it in a way that has limited their options and their lives. 

Using the Valued Directions worksheet as a guide, begin by helping your client 
complete the Life Compass by focusing attention on specific values, goals, and barriers 
to achieving those goals. Clients and therapists should then compare the importance of 
identified values with how much time clients have recently devoted to these values. A 
discussion of the discrepancy between importance and consistency ratings will identify 
some common barriers to movement in valued directions. This exercise serves an 
important motivational function for exposure exercises in subsequent treatment ses- 
sions, and provides the context for such exercises. 


Session Outline 
|. Centering Exercise (5 min.) 


2. Review of Daily Practice (5 min.) 
a Review daily practice of Acceptance of Anxiety exercise and 
Daily ACT Ratings 
3. Self as Context Versus Content (20 min.) 
a Playing Volleyball with Anxiety Thoughts and Feelings 
= The Chessboard Metaphor and Exercise 
m Anxiety News Radio Metaphor 
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4. Life Compass—The Ultimate Reason for Exposure (25 min.) 


Review LIFE form 
Review Valued Directions worksheet 


Complete Life Compass 


5. Experiential Life Enhancement Exercises (Home) 


Daily practice of Acceptance of Anxiety exercise at home for at 
least 20 minutes 


Continue monitoring anxiety and fear-related experiences using 


the LIFE form 
Complete Daily ACT Ratings form 


Rewrite Life Compass based on in-session discussion 


6. Session Materials and Handouts 


Agenda 


Acceptance of Anxiety practice form 
Living in Full Experience (LIFE) form 
Daily ACT Ratings form 

Life Compass form (2 copies) 
Chessboard with two teams of players 


Printout of Anxiety News Radio metaphor text (if possible, also 
paste text on the front and back of an index card for client to take 
home) 


|. Centering Exercise (5 min.) 


Begin the session with the centering exercise described at the end of Session 1. 


2. Review of Daily Practice (5 min.) 


First, briefly review Daily ACT Ratings and the client’s daily practice of the 
Acceptance of Anxiety exercise, paying attention to any lack of compliance for reasons 


having to do with unwillingness, lack of commitment, or high fearfulness. Defer review- 


ing the Values Assessment worksheet and LIFE form until you introduce the Life Com- 


pass later in the session. 
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3. Self as Context Versus Content (20 min.) 


The idea of a self that is context as opposed to a self that is defined by its content 
(what is in it or what it is made of) is quite abstract and difficult to grasp, even for profes- 
sionals. Self as context is a stance toward oneself and the world. Here the self is not the 
experience but simply provides the context for experience. Clients often have a hard 
time grasping this concept and the notion of an observer self. The observer self simply 
observes experience without taking sides (e.g., “good” or “bad”). The metaphors and 
exercises in this session are designed to help clients experience that they are not the 
content of their experience. They are the context for their experiences. The metaphors 
also bring out the behavioral implications of being an observer: Clients can make 
choices that are different from those they made in the past. 

Start the discussion by pointing out that most people (not just clients) find it diffi- 
cult to grasp the idea that we are not our experience; that is, we are not our thoughts, 
our worries, our bodily sensations, our feelings, our histories. These experiences are a 
part of us. They come and go. We do not own them. We cannot hold on to them if we 
like them. We cannot make them go away if we dislike them. Also, one thought does 
not define us more than another thought. The content, and perhaps social desirability, 
of our experiences may change over time. Yet, a “good” thought (“I am confident”) is 
not more like us than a “bad” thought (“Td like to hit this man”). Either thought is no 
better or worse than any other thought. Much like a house provides the context (e.g., 
rooms with walls, floors, and ceilings) for people to live in along with all their furniture 
and other belongings, the self (with the brain and the rest of the body) provides the con- 
text for our experiences to occur (Hayes, Strosahl, & Wilson, 1999). The house basi- 
cally remains the same regardless of who lives in it, what furniture is in it, and whether 
its walls are painted white or red. And as far as we know, the house probably doesn’t 
care much about who lives in it, what people do in it, what they think or feel, or what 
furniture its inhabitants may put in it. The house just provides the space or context for 
all of that living to occur. 


Playing Volleyball with Anxiety Thoughts and Feelings 


We first used this metaphor in the context of an ACT treatment program for 
anorexia (Heffner & Eifert, 2004). Below is an adaptation for use with clients with anxi- 
ety disorders. 


Throughout a volleyball match, both teams strive to keep the ball in action, back and 
forth from one side of the court to the other and never letting the ball hit the ground. 
Each time the ball is about to sail across the net to one side of the court, a player in the 
front row jumps up to block it with her bare hands. Behind the blocker are five other 
players strategically positioned to keep the ball in motion. If the ball is not blocked, a 
player in the back row dives to the ground with her arms stretched out to pop the ball 
into the air, as another teammate is set up to deliver a mighty spike to send the ball back 
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to the other side. All the while, each player stands alert and ready, trying to read the 
opponents in anticipation of their next move. 

The strategy of volleyball is a way of describing how you are responding to 
anxiety-related thoughts and feelings. Imagine that a volleyball match is going on inside 
your mind. Instead of volleying a ball back and forth, the teams inside your head are vol- 
leying thoughts about you. Much like competitive volleyball, which is not exactly the 
fun leisure activity you play on a nice day at the beach, your anxiety-related thoughts 
seem intense and forceful. And just when you thought they might be taking a rest, they 
are right back in your face, challenging you and yelling at you to take them on. 

On one side of the court is Team A (Anxiety). Team A serves up the following 
thought: If you go to the mall tomorrow, you're going to have a horrific panic attack. This 
could be the big one you’ve always been afraid of! 

Team S (Struggle) is ready for action, diving to the ground to prevent that 
thought from touching down: Wait a minute. I have gone before and I can do it again. 

At this point, Team A keeps the ball in motion: That’s what you think now, but 
when you get there, I am going to be so big that you'll just run and leave as quickly as you can. 
I’m going to yell right into your face and tell you to get out of that place. You might not even get 
out in time and just end up lying on the floor with people staring at you. 

Across the net, the thought goes, with Team S ready for the return: I am going to 
ask my friend to come with me. She can help me if things get out of control. 

Before that thought crosses the net, Team A blocks it with: But she can’t really help 
you. When I attack you, you have no chance of beating me—no matter who is with you. I am in 
control here, in case you hadn't noticed it. 

Then, Team S powers back with: Well, at least I can try to beat you. 

And so the game goes on and on. As soon as Team Anxiety serves up an unsettling 
thought, Team Struggle responds to that thought by somehow arguing with it. Have 
you noticed how this volleyball competition of thoughts and feelings seems to go on in 
your head? 


Ask clients to think of examples of mental volleyball they have been playing with 
anxiety-related thoughts and feelings. For clients with GAD or OCD, you can use the 
activity of worrying or struggling with intrusive thoughts as perfect examples of mental 
volleyball. 

After discussing a few examples of how your client plays mental volleyball, you 
can present an additional metaphor that suggests the possibility of responding differ- 
ently by taking a different perspective. Fighting with anxiety has become a firmly 
ingrained habit for most clients. So the idea of deliberately observing rather than mind- 
lessly participating in a struggle with anxiety is likely to be quite foreign to them. The 
following chessboard metaphor illustrates that clients do have an option that is differ- 
ent from struggling. The chessboard metaphor was first described by Hayes, Strosahl, 
and Wilson (1999) and can be applied in a flexible way to address fighting with internal 
events such as thoughts, feelings, memories, and physical sensations. Instead of 
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choosing to be a member of Team A or Team S in the volleyball game, clients can 
choose to be the chessboard instead of being a player on either the black team or the 
white team. In fact, they are the board already—it’s just that they have never before 
taken this perspective. 


The Chessboard Metaphor and Exercise 


Rather than presenting this metaphor verbally, we prefer to use an actual chess 
board with two teams of players on it. Using a real board with players should help 
increase the experiential salience of the metaphor and make it more concrete. Also, 
even if people don’t know anything about the rules of chess, they will get the general 
idea of the game if you demonstrate how players knock each other off the board and try 
to outsmart each other through various maneuvers. 


Look at this chessboard. It’s covered with different-colored pieces—black pieces and 
white pieces. They work together in teams: The white pieces fight against the black 
pieces and vice versa. You can think of your thoughts and feelings and beliefs as these 
pieces; they also hang out together in teams. For example, “bad” thoughts, memories, 
and feelings like anxiety hang out on one side (the “dark team”), whereas the “good” 
pieces (e.g., thoughts expressing self-confidence, feelings of being in control, etc.) hang 
out on the other side of the board. They all move toward members of the other team in 
an effort to defeat the other side—to take over the opposing team’s space on the board, 
and ultimately the whole board. So, when the dark knight of the anxiety team attacks, 
you get up on the back of the white queen, ride into battle, and knock the dark knight 
out by doing or thinking something to defeat the dark knight. [Therapist can literally 
knock a few players off the board.] 


Therapist: Is this the end of this war? Is the anxiety team gone and defeated? 
Client: No, one of the other guys will step forward and try to knock me down. 


Therapist: It seems like there are a lot of anxiety players left on this board, just 
patiently waiting for their chance to attack you. 


Client: It sure feels like that. But if I fight back using smart tactics and maneu- 
vers, can’t I eventually take them all out? I mean, eventually all the 
anxiety thoughts and feelings should be dead and gone. 


Therapist: I can see your point. Looking back at your experience, has this ever hap- 
pened in your struggle with anxiety? 


Client: I wish it had. I guess I wouldn’t be here then. Perhaps I’m just not smart 
enough. 


Therapist: 


Client: 


Therapist: 
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Or perhaps this is not at all about being smart? Something in this game is 
different from an actual chess game. If we were playing a real chess game, I 
would be in charge of one team and you would be in charge of the other. I 
would never know your strategy and next move and you would never 
know mine, because we are two different players. If you were to use a 
clever strategy and make the right moves in that situation, you could 
actually beat me for good. When it comes to the chess game against your 
anxiety, however, a tricky problem arises that ensures that you can never 
win that game. The two opposing teams are really one team, and there is 
only one player in this game: you. The thoughts on both sides of the board 
are your thoughts and feelings. They both belong to you. You support 
them with your board. No matter which side wins, one part of you will 
always be a loser. You can never win a competition where your own 
thoughts compete against each other. If you side with one particular 
team, huge portions of yourself are your own enemy. It’s like waging a war 
against yourself. This is a game you just cannot win. 


And the game is very tiring, too. 


This war game surely sucks up a lot of life juices. You are fighting to win 
the war against anxiety, trying to knock off enough of those pieces so that 
you eventually dominate them. Except in this game, you can’t ever seem 
to win the battle. Although you can knock down the black pieces tempo- 
rarily, you can’t ever knock them off the board for good. They keep com- 
ing back to life no matter what you did to strike them down beforehand. 
So the battle goes on, every day, for years. You feel hopeless and sense 
that you can’t win, and yet you can’t stop fighting. And as long as you’re 
on the back of that white horse or queen, fighting is the only choice you 
have. 


[This is a good time to introduce a new perspective—one that clients probably have not 
contemplated before. ] 


Therapist: 


Client: 


Therapist: 


Let’s step back and think about what is really going on here. What if I told 
you that those chess pieces aren’t you anyway? Can you see who else you 
would be? [Respond to all client answers; ultimate answer is, “You are the 
board.”] Within this game, what would happen to all the pieces if there 
were no board? 


They’d just go away. We couldn’t play. Without the board, there is no 
game. 


Yes, it seems like the role of the board is to let it all happen. If you’re the 
pieces, however, the outcome of the game is very important; you’ve got to 
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Client: 


Therapist: 


Client: 


Therapist: 


beat that anxiety as if your life depends on it. But if you’re the board, it 
doesn’t matter if the war stops or not. The game may go on, and it doesn’t 
make any difference to the board. As the board, you can see all the pieces, 
you can hold them and have them played out on you, and you can simply 
watch all the action. And the board doesn’t care which team seems to be 
winning or losing. Same thing with the volleyball game: Instead of siding 
with Team A or S, you could be the volleyball court and simply look at the 
action. 


Is that why we’ve been doing these mindfulness exercises? 


Well, they are a way of getting in touch with the part of you that is the vol- 
leyball court and the chessboard. You can simply watch what is going on, 
and you don’t need to respond to anything. For instance, the volleyball 
court is merely there and watches and holds all of the players, the net, and 
the ball. The court does not care who wins or loses. The court does not 
worry about the outcome and will continue to be there after the game is 
over, as different players come and go. Occasionally, the players pounce 
and dive on the court, and it is possible that the court will suffer some 
scuff marks and poundings. 


It seems like I have quite a few of those. 


And it is okay to feel that pain. The fact that you, the court, sometimes 
experiences pain is just a reminder that being an observer is easier said 
than done. As you observe your thoughts and feelings, you notice that 
some of them are painful and scary. You may not like what you think or 
feel, and you may wish you felt differently. However, your thoughts and 
feelings—all of them—are a part of you. They are not you, but they are all 
a part of you. If you choose to be the court and the board, you are an 
impartial observer who watches the games take place; you need not be a 
player with a stake in the outcome of each game. 


Anxiety News Radio Metaphor™ 


The chessboard and volleyball metaphors serve to illustrate the notion that we 
need not fight and struggle with our experience—we can choose to observe and accept 


instead. Perhaps an even simpler way of summarizing this ACT principle is that we can 


choose what we pay attention to. This choice is humorously illustrated in the Anxiety 
News Radio metaphor. The text of this metaphor is also on the book CD. Though most 


Kk 


We are grateful to Peter Thorne, a British clinical psychologist, for sharing this metaphor with us 


and allowing us to use it in this book. We are also grateful to Steven Hayes for the rewording of 
“Just So Radio.” 
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metaphors used throughout this book should not be read verbatim, we suggest that you 
print both parts of this metaphor on the front and back of an index card and read it ver- 
batim to the client in the voice of a radio news anchor. At the end of the session, clients 
can then take the index card home or put it in their pocket, purse, or briefcase and refer 
to it later as they see fit. 


ANXIETY NEWS RADIO (WANR): “This is Anxiety News Radio, 
WANR, broadcasting inside your head twenty-four hours a day, seven days a 
week. Wherever you are, the signal will reach you. When you wake in the 
early hours, we’ll be there to make you aware of all the unhappy aspects of 
your life, even before you get out of bed. Let us take over and control your 
life. Anxiety News Radio is compelling listening, and guess why! It’s the 
news station you’ve grown up with, and now it comes to you automatically, 
24/7. Pay attention! Anxiety News Radio knows what’s best for you and we 
want you to buy our products. We advertise only what is most disturbing and 
distressing to you personally. So don’t forget that, and remember, if you 
should forget us and ACT without seeking permission, then we’ll broadcast 
all the louder. Remember, what you think and feel inside your skin can be 
really awful, so you should stay tuned to this station to know what to think 
and how to control it.” 


JUST SO RADIO (WJSR): “Wake up! Anxiety News Radio is just a sta- 
tion—you can tune in, or you can tune out! One thing is guaranteed though, 
whatever the time of day, you'll hear the same old stuff on WANR. If that’s 
been really helpful to you, then go ahead, tune in and stay tuned. That 
would make sense. If not, then tune in more often to Just So Radio. We bring 
you the news of actual experience, in the moment—all live, all the time. 
Actuality is our business! We give it to you straight—as it is, not as your mind 
says it is. In contact with the world outside and inside the skin, you can expe- 
rience what it is to be human, and it’s entirely free! We can guarantee that 
experiencing what’s inside the skin—exactly as it is—will never damage 
you, but it just might bring you joy. Just So Radio brings you information 
about how things are, not how you fear they might be. Just So Radio invites 
you to step forward and touch the world, just as it is, and to touch your life, 
just as it is. We get louder the more you listen to us. So, stay tuned. Give us a 
fair trial, and if not convinced by your own experience (please don’t take our 
word for it) then WANR—Anxiety News Radio—is still there on the dial.” 


Our colleague, Peter Thorne, who provided the Anxiety News Radio metaphor, 
also shared an interesting comment with us from one of his clients with an anxiety 
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disorder. She told him that she’d gotten tired of listening to Anxiety News Radio long 
before she came into therapy. However, it had never occurred to her that she didn’t 
have to stay glued 24/7, slavishly believing all the broadcasts inside her mind. The idea 
that she could tune into more helpful sources of information out there in her world of 
actual real-life experience was a helpful new direction for her. 


4. Life Compass—The Ultimate Reason for Exposure (25 min.) 


Return to the discussion on values by first reviewing last week’s LIFE form and 
focusing on any instances of clients engaging in behavior to manage anxiety-related 
feelings and thoughts and how such behavior may have interfered with what clients 
really care about or wanted to do. 

Next, take out a Life Compass form and tell clients you will be using the informa- 
tion from their Valued Directions worksheet to complete the Life Compass (Dahl et al., 
2002). Explain that the person in the middle of the compass is the client, surrounded by 
ten life domains. This is a good opportunity to help clients clarify or simplify any value 
statements. Sometimes clients find it easier to refer to these value statements as inten- 
tions—that is, how they would like to live their life in that area. Ask clients to copy the 
intention statements from the worksheet into the life compass for areas they rated as at 
least moderately important. What is most important to them in that area? Then ask cli- 


ents to copy their importance rating from the worksheet to the “i” box connected to 
each value. The next step is to examine how much their current behavior is in accord 


with these importance ratings. 


We have gone all around your life compass and looked at how important each dimen- 
sion is for you, and you have written your intentions in each area that matters to you at 
least moderately. Now please think about your activities in the past week. We can call 
your activities your “feet.” In this past week, how consistent were your feet with these 
intentions, the ones you just wrote down? How consistent have your actions been with 
your intentions? In other words, how actively have you been working toward those 
intentions? I am not asking about your ideal in each area or what others think of you. I 
just want to know how you think you have been doing during the past week. So for each 
intention, rate how often have you done something to move you forward in this area 
during the last week. Use the same activity rating scale as on the Valued Directions 
Worksheet (0 = no action, 1 = once or twice, 2 = three or four times, 3 = more than 


(oe) 
1 


four times). Write your ratings in the “c” box next to the “i” box connected to each 
value. These ratings will give you an idea of how consistent your behavior has been with 
your values. 

[The next step is to compare how well intentions and behavior have matched. Are clients 


doing things that are important to them? It is quite likely that there will be discrepancies 
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between importance and consistency ratings. This means that clients have identified their val- 
ues but are not moving in a direction that supports those values.] 


Therapist: | What do you see when you look at your life compass? 


Client: It doesn’t look good. It looks like I am living a life far different from the 
one I wanted. But I guess that’s what happens to everyone. What you 
want is one thing and how things turn out is something else. 


Therapist: | Which of those values has changed? 


Client: None of them, it’s just that some are probably unrealistic and others are 
just too darn hard. 


Therapist: Tell me why they are unrealistic or too hard. What is stopping you from 
reaching those goals and moving closer to your intentions? Is it okay if I 
write your reasons under the heading of “stories” or “barriers”? 


Go to each area where you see high importance ratings and low activity/ 
consistency ratings, and ask clients to explain the discrepancy. Ask clients to think 
about what stands in the way of pursuing the valued direction they have identified. 
Although clients are likely to report a number of barriers that stand in their way, many 
of them will be directly related to anxiety. Summarize them in succinct one-line state- 
ments and write them into the Valued Directions worksheet. The barriers can also be 
written in brief telegram-style fashion on the Life Compass next to the corresponding 
arrow. It is helpful to separate the stories into internal and external barriers. Typical 
examples of internal barriers are thoughts, feelings, and worries. Common examples of 
external barriers are lack of money, time, space, and availability. At this point, thera- 
pists need not discuss how to deal with barriers. This will be a major focus of subsequent 
sessions. 

In our experience, making concrete the major discrepancies between highly val- 
ued intentions and low consistency ratings is a powerful emotional experience for cli- 
ents. It shows clients in their own handwriting what they want to do with their lives and 
how much they have given up in the service of managing their anxiety and worries. 
Again, the issue is not whether controlling anxiety or accepting anxiety is the better 
strategy—the question is what type of behavior works in terms of moving clients closer 
to their chosen life goals. 

We have found that by working on and rewriting intentions and barriers, the Life 
Compass tends to look rather messy by the end of the session. For this reason, we give 
clients a clean form to take home and ask them to copy the statements and rating num- 
bers from the form used in session onto the clean form at home. Doing so alone at home 
will once again let clients experience what they care about and what they have been 
missing out on. 
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5. Experiential Life Enhancement Exercises (Home) 


m Practice the Acceptance of Anxiety exercise for at least 20 minutes 
daily, and complete the practice form after each practice 


E Continue monitoring anxiety and fear-related experiences using the 
LIFE form 


™ Complete the Daily ACT Ratings 


m Rewrite the Life Compass based on in-session discussion 
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CHAPTER 10 


Creating Flexible 
Patterns of Behavior 


Through Value-Guided 
Exposure 


Session 6 


It is only by practicing through a continual succession of agreeable and 
disagreeable situations that we acquire true strengths. To accept that pain is 
inherent and to live our lives from this understanding is to create the causes and 
conditions for happiness. 


—Suzuki Roshi 
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GOALS AND THEME 


The major goal of Session 6 is to create broader and more flexible patterns of behavior by 
means of exposure, mindful observation, and defusion. Recall that the main problem 
with anxiety disorders is not that clients experience extreme or intense levels of anxiety. 
The problem is that clients approach anxiety management much like they would a 
full-time job. This managerial position is demanding and requires that clients put their 
lives on full or partial hold to get the job done right. In the process, living is not getting 
done. If there were such a thing as a company called Life, many anxious clients would 
end up being fired for spending too much time with anxiety management decisions. This 
sharp narrowing of behavioral response patterns focused on dealing with anxiety is the 
source of a great deal of suffering and a major barrier to living (Wilson & Murrell, 2004). 

During in-session exposure-like FEEL exercises, clients learn to let go of the strug- 
gle to escape or control anxiety-related thoughts, worries, and bodily sensations by 
acknowledging their presence and even embracing and leaning into them. The general 
goal of these exercises is not to reduce or eliminate anxiety. Instead, the goal is to pro- 
vide clients with more flexible patterns of behavior when experiencing anxiety. By 
increasing their psychological and experiential flexibility, clients gain space to move in 
valued directions and freedom to become general contractors of life. In the process, cli- 
ents may experience fear reduction as a by-product of running toward reality instead of 
away from it. This is so, in part, because extinction (i.e., anxiety attenuation) processes 
operate when one is willing to be exposed to reality as it is, regardless of the reasons used 
to justify exposure. 


Session Outline 
l. Centering Exercise (5 min.) 
2. Review of Daily Practice (5 min.) 


3. Emotional Willingness (5—10 min.) 
a Trying Versus Doing: The Pen Exercise 


a Willingness Thermostat Metaphor 


4. Dealing with Intense Feelings and Thoughts (15 min.) 


m The Bus Driver Exercise 


5. Exposure Within ACT: FEEL Exercises (25 min.) 
= How Does Traditional Exposure Work? 


m The Context and Purpose of Exposure in ACT 
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Rationale for FEEL Exercises: To Facilitate Valued Living 
Determining Appropriate FEEL Exercises 

Types of Interoceptive FEEL Exercises 

Implementation of FEEL Exercises 


Dealing with Urges to Escape During Panic Attacks and in OCD 


6. FEEL Exercise Practice (Home) 


Daily practice of Acceptance of Anxiety exercise for at least 20 
minutes 


Practice of at least one interoceptive and/or imagery exercise cho- 
sen by client for at least 30 minutes per day 


Continue monitoring anxiety and fear-related experiences using 


the LIFE form 
Complete Daily ACT Ratings form 


7. Session Materials and Handouts 


Agenda 


Acceptance of Anxiety practice form 
Living in Full Experience (LIFE) form 
Daily ACT Ratings form 


FEEL Sensation Record forms (as needed; one for each day of 
practice) 


FEEL Imagery Record forms (as needed; one for each day of practice) 
Weekly Valued Life Goal Activities form 


4 index cards for the bus driver exercise 


I. Centering Exercise (5 min.) 


Begin the session with the centering exercise described in Session 1. 


2. Review of Daily Practice (5 min.) 


Review the client’s daily practice of the Acceptance of Anxiety exercise and dis- 


cuss any problems they may have encountered with the exercise. Next, review the Daily 
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ACT Ratings form followed by the LIFE form, focusing on any instances of clients 
engaging in behavior to manage thoughts, sensations, and feelings. Help the client see 
the connection between such actions and short- and long-term costs in terms of how 
they want to live their lives. For instance, did behavior in the service of managing anxi- 
ety get in the way of something that clients value or care about as mentioned in their 
Life Compass? 


3. Emotional Willingness (5—10 min.) 


Now is a good time for a brief discussion of emotional willingness, because it is 
directly related to internal barriers (“too much anxiety” or “can’t stand it”) that clients 
will have mentioned. Discussion of willingness also is important because it represents 
an essential aspect of the upcoming exposure-like exercises. 

Recall that willingness is a concept that can easily be misunderstood. Many clients 
think that willingness is something they do not feel when it comes to anxiety. That is, 
they tend to see willingness as a feeling that does not make a whole lot of sense given 
that they clearly do not like the way they feel about anxiety. When you, as a therapist, 
use the term “willingness,” clients might think that you are asking them to change how 
they feel about anxiety. This is not the case. According to Webster’s dictionary, willing- 
ness is “readiness of the mind to do.” For an individual with an anxiety disorder, anxiety 
is already present anyway. Willingness means simply choosing to experience that anxi- 
ety. In this sense, willingness is the opposite of control. It means making a choice to 
experience what there is to be experienced, and then experiencing it without trying to 
change the experience. In this way, willingness is similar to mindfulness. It means being 
open and accepting of your experience, whatever it may be. 

Recall our discussion in chapter 5 where we pointed out the close relation 
between acceptance, willingness, and purposeful action. With your clients, you will 
want to emphasize that acceptance and willingness are not feelings. Instead, they are a 
stance toward life and about behavior and action. That is, willingness is about doing, 
not trying to do. We have found that the pen exercise helps clients experience that dis- 
tinction in a practical and simple way. 


Trying Versus Doing: The Pen Exercise 


“T will try” is one of the most common answers clients give when an ACT therapist 
asks them whether they are willing to do an exercise or commit to a certain activity. At 
this point in therapy, you have probably heard this sort of response from your client 
already. At other times, clients return to a session saying something like, “I have tried to 
go to work and face my fear of failure. I have tried really hard, but I just couldn’t do it. 
My anxiety was just too high. So I stayed at home.” Similarly, right before doing some- 
thing that could provoke anxiety, a client might say, “I can try to do it—honestly, I will 
definitely try—but I don’t know whether I can go through with it.” Rather than explain- 
ing the difference between trying and doing, we recommend doing the pen exercise 
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(Hayes et al., 1990). This brief exercise is a powerful demonstration that willingness is 
an all-or-nothing action: It is something you do, not something you try to do. 


Therapist: | What I would like you to do is to try to pick up this pen. Try as hard as you 
can. Go ahead and try it. [Therapist puts a pen on a table or desk in front of 
the client and then waits. Just when the client is about to touch the pen, the ther- 
apist interrupts.] Wait—you’re actually picking up the pen. I only wanted 
you to try to pick it up. 


Client: [probably a bit confused] Well, I can’t do that. Either I pick it up or I don’t. 
Therapist: | So what exactly happens when you only try to pick it up? 
Client: My hand is hovering over the pen, but I am not actually picking it up. 


Therapist: So trying is really “not doing,” and that is why I never want you to try any- 
thing. You must first make a choice about whether you are willing to have 
what there is to be had. And if you are willing, if you are completely willing 
rather than just a bit willing, then go ahead and just do it. If you’re not 
willing, I will respect you making that choice. Simply tell me, “I won’t do 
it.” There is no gray area here. It’s either yes or no. 


Spend a bit of time talking about the issue of trying, and that there really is no such 
thing as trying, there is only doing or not doing. Your clients may equate trying with fail- 
ures of doing. For instance, they pick up the pen and it slips from their fingers and drops 
to the floor. They say, “You see, I tried ... but it didn’t work.” Note, however, that noth- 
ing would prevent the client from bending over and repeating the act of picking up the 
pen if that is what they are willing to do. Some activities in life simply require persis- 
tence and doing something over and over again. Failure is an evaluation that the mind 
may dish out, but that need not get in the way of willingly doing what is important, even 
if that doing takes time. If you deem it useful, you can repeat the pen exercise to drive 
home the important point that we cannot try to do—we can only do or not do. 


Willingness Thermostat Metaphor 


Hayes et al. (1990) originally developed the willingness thermostat metaphor for 
clients with anxiety disorders and later expanded it for use with persons suffering from 
other disorders (Hayes, Strosahl, & Wilson, 1999). We have shortened and simplified 
this metaphor for the purpose of this program. One of the implications of this metaphor 
is that it can lead into a useful discussion on the issue of response-ability versus being a 
victim of anxiety. 
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Look at these two thermostats. They are like the ones you use to control the tempera- 
ture in your house. One thermostat is called “anxiety” and the other is called “willing- 
ness.” Both thermostats can go from 0 to 10. [Therapist draws two vertical lines on a 
piece of paper and labels them accordingly.] When you came to this clinic, you were 
probably thinking, “My anxiety is too high—it’s way up here [therapist points to the top 
of the anxiety thermostat]. I want it to be down here instead.” In contrast, your willing- 
ness thermostat was set the exact opposite way because you really didn’t want to experi- 
ence any anxiety. So you set it all the way down here [therapist points to the bottom of 
the willingness thermostat]. Now, for the past few weeks we’ve been playing with chang- 
ing the setting on the willingness thermostat to see what happens when you set it higher, 
as in the mindfulness exercises. I understand that you’re more concerned about the anx- 
iety thermostat. So I’d like to share a little secret with you. The willingness thermostat is 
really the more important of the two, because it is the one that is going to make a differ- 
ence in your life. When you experience a lot of anxiety and you're trying hard to bring it 
down, you set your willingness thermostat down here at 0. Yet, when you’re not willing 
to have and feel this anxiety, then your anxiety is something to be anxious about, and it 
locks into place: When you're not willing to have it, you’ve got it. 

This may even make you feel like you’re a victim of anxiety, that you are helpless, 
because if you were in control of it, you would have already brought it down to 0. It’s not 
that you didn’t work hard enough or weren’t clever enough; it simply doesn’t work. 
Now, what if you stopped trying to set the anxiety thermostat, because you know from 
experience you cannot control that, and instead turned your attention to willingness? 
In contrast to the anxiety thermostat, you actually do control where you are on the will- 
ingness thermostat. This is a place where you are response-able. It is your choice whether 
you keep it down here or whether you turn the willingness thermostat up all the way. 
I’m not sure what would happen with your anxiety if you did that. I only know one 
thing: You really can set the level on that willingness thermostat exactly where you 
want it to be. And if you make a choice to set that willingness thermostat high, things 
might start to happen in your life. For instance, you could start doing what you want to 
do and [insert a client valued direction here]. 


At the end of this metaphor, it is important to emphasize that this is not talk about 
ignoring anxiety. Clients probably do not know how anxiety will work in the absence of 
attempts to control it. They may have a prediction. Yet, based on experience, they sim- 
ply may not know because they may never have approached anxiety with willingness to 
have it. Clients may ask how exactly they can set their willingness thermostat high. Tell 
them it is neither a feeling nor a thought. It is a choice they can make that needs to be 
followed up with committed action. The crucial question is, “Are you willing to go out 
with your hands and feet and take your anxiety with you? Remember, willingness is sim- 
ply a choice and a commitment to have what you already have. Like in the pen exercise, 
you either do it or you don’t.” 
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4. Dealing with Intense Feelings and Thoughts (15 min.) 


Although clients may be willing to have their anxiety-related thoughts and feel- 
ings, avoidance and escape are old habits that have been learned and reinforced in 
many situations typically over long periods of time. As a result, these old habits are pow- 
erful and difficult to break. The exposure-like exercises to be introduced in this and 
subsequent sessions are meant to elicit feared feelings, images, and thoughts that previ- 
ously prompted clients to engage in escape and avoidance behavior. Before we start 
with these exercises is therefore an opportune time to introduce the bus driver meta- 
phor as guidance on what to do, and what not to do, when intense and highly aversive 
thoughts and feelings seemingly threaten to take over the clients and “make” them do 
things, such as leaving the room. 


The Bus Driver Exercise 


The bus driver metaphor was originally described by Hayes, Strosahl, and Wilson 
(1999). This metaphor is useful because it can teach clients what to do with thoughts 
and feelings that seem to bully them around. It also illustrates the costs of allowing 
thoughts and feelings to be bullies. The client is pictured as the driver of a bus called 
“My Life.” Along the road, the client picks up a number of unruly bully passengers (anx- 
iety-related thoughts and feelings) that yell at the client to change course and go where 
they want to go instead of where the client wants to go. Joanne Dahl (in press) has con- 
verted the metaphor into a powerful experiential exercise that we have adopted for the 
purposes of this treatment program. The basic idea is that clients can drive and act ina 
valued direction no matter what the anxious passengers throw at them and tell them to 
do. It encourages clients to let values, not their anxious thoughts and feelings, guide 
them through life. 


Therapist: Imagine yourself as the driver of a bus called “My Life.” Along your route, 
you pick up some unruly passengers, which are unwanted anxiety-related 
thoughts that your mind serves up for you. These passengers intimidate 
you as you drive along your chosen route. Perhaps you can think of a 
recent experience where you experienced anxiety. What are some of 
those statements that seem to be very intense and steer you off course? Is 
it okay if I write them down on these index cards? 


[Therapist takes out four index cards and writes down four passenger statements, such 
as, “This anxiety (or panic) is too much to handle,” “This is really dangerous and is going to 
take me down,” “Everyone is going to think I’m stupid,” and “I can’t stand all these germs on 
me.” After writing each statement on a separate index card, the therapist puts the index cards 
on the floor in a semicircle resembling a clock, putting one card at 12 o'clock, the next at 2 
o'clock, the third at 4 o'clock, and the last card at 6 o'clock (see illustration below). Then ther- 


apist and client both get up and face one another. The therapist reads the statement on the card 
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at 12 o’clock and asks the client to respond to it by disputing it or coming up with some other 
statement or strategy to silence the passenger. Then the therapist asks the client to move to the 
next passenger statement. While facing the therapist at the second card, the client attempts to 
cope with that statement. This move will require the client to “change course” and move side- 


ways toward the 2 o'clock position. Following the same procedure and moves, the client will 
stay facing the therapist but will eventually end up turned the opposite direction from where 
they were going at the start. The procedure is illustrated above. ] 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


What has happened? Where are you headed? 
Not where I was going! I can’t even see the road ahead anymore. 


Isn’t that a high price to pay for attempting to silence the passengers? 
Every time you responded to, and got tangled up with, your thoughts and 
feelings, you ended up no longer moving in the direction you wanted to go 
and got further off course. 


I feel I just had to respond. These thoughts seem to be so forceful and 
have such power over me. 


Well, there is another way of responding. You don’t have to struggle with 
those thoughts and let those passengers steer you in a direction that is not 
yours but theirs. 


How do I do that? 


I will read the same passenger statements to you one more time. However, 
this time, why don’t you just listen to the statements—they’re just 
thoughts anyway. You won’t be able to avoid hearing them, because I will 


Client: 
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be very loud. You can choose to focus on going forward and not doing 
what the thought says. You can choose to continue to drive the bus in 
your direction rather than where the thoughts are trying to get you to go. 
Remember that this is your life bus and you are the driver. Your hands, not 
the words of the passengers, steer that bus. Words and thoughts alone 
cannot take you off course, no matter what they say. They will probably be 
right in your face and even get louder when you don’t do as they say. You 
can make a choice to be willing to have the thoughts and stay on the val- 
ued route no matter what the passengers say to you. You can simply let 
them yell while you stay committed. Are you willing to do that? 


Okay. It will be hard and I won’t try [laughing]—I’ll do it. 


[After the client commits, therapist moves the client to the starting position and repeats 


the exercise. This time the therapist moves around from card to card reading the passenger 


statements as before, while the client stays put facing forward, not disputing or otherwise 


responding to the statements. Afterward, therapist and client should briefly discuss the experi- 


ence, focusing on the different outcome this time around. ] 


Therapist: 


There may be times both here in session and at home when you carry pas- 
sengers on your bus that try to convince you that you don’t feel like doing 
this anymore or that it’s all too much and too difficult. Even if you start to 
think about giving up on a valued direction, continue moving. You have 
already experienced in the mindfulness exercises that thoughts and feel- 
ings come and go, but the progress you make toward your goals will be for 
real and won’t just go away. This is what really matters. Ultimately, you 
are in control of the direction of your life bus—you control it with your 
hands and feet. Although you can’t control what kind of anxiety-related 
passenger feelings, thoughts, or worries will ride along with you, you do 
control the steering wheel of your life bus with your hands and the accel- 
erator with your feet. You will go where you let your hands and feet take 
you. That is what you truly can control. 


5. Exposure Within ACT: FEEL (Feeling Experiences Enriches 
Living) Exercises (25 min.) 


How Does Traditional Exposure Work? 


We pointed out in chapter 3 that exposure therapy is founded on two interrelated 


learning processes. The first of these is based on extensive laboratory research showing 


that stimuli can acquire fear-evoking functions via Pavlovian or respondent learning 


processes. The controlled and systematic presentation of such fear-evoking cues 
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without the anticipated aversive consequences can attenuate the capacity of such stim- 
uli to evoke fearful responding. This reduction in fearful responding over repeated 
nonreinforced exposure trials is based on the principle of extinction. Accordingly, the 
exposure-like exercises in this and subsequent sessions will likely result in some extinc- 
tion of conditioned emotional responses to bodily sensations (most relevant to panic 
disorder and specific phobias) and to thoughts or images (most relevant to PTSD, social 
phobia, OCD, and GAD). If clients show only minimal responses to any of the internal 
fear cues—thoughts, sensations, images—therapists would normally move on to expo- 
sure to external cues. 

ACT therapists use these principles and techniques too, but as you will see, expo- 
sure exercises are framed quite differently within ACT compared to traditional CBT. 
Exposure within ACT targets conditioned emotional responses that may occur in situa- 
tions and contexts that have particular meaning and personal value for clients. Initial 
behavioral testing, described below, should enable therapists to make an informed 
choice about what type of exposure-like exercises are most appropriate (e.g., internal 
bodily sensations or images). 

The second learning process is not as well understood. It refers to factors that 
account for clients’ tendency to respond fearfully to conditioned processes associated 
with otherwise normal bodily cues, and specifically what type of exposure can change 
this tendency. This issue is critical when considering that there is nothing inherently 
abnormal about conditioned fearful responses. As we discussed in chapters 3 and 4, the 
responses themselves are quite adaptive and become problematic only when clients (a) 
respond to them in narrow, inflexible ways in an effort to reduce their frequency, inten- 
sity, duration, and (b) when such behaviors interfere with and restrict aclient’s capacity 
to live a full and valued life. In other words, both (a) and (b) are the problems, and barri- 
ers to living. This view is where an ACT approach departs from traditional expo- 
sure-based therapies. 


The Context and Purpose of Exposure in ACT 


Exposure within ACT is always done in the service of a client’s valued life goals. 
We think of exposure as a logical extension of the mindfulness exercises begun earlier. 
Recall that these exercises were designed to promote an observer perspective, whereby 
thoughts, feelings, and physical sensations are noticed and experienced as they are, 
with a nonjudgmental and compassionate posture. This posture works to undermine 
cognitive fusion, which lets evaluative forms of verbal-cognitive activity get in the way 
of action. Mindfulness also makes experiential avoidance and escape nonsensical, 
because such actions run counter to what is needed to be accepting of experience in all 
its forms. 

What we are doing in this section is encouraging clients to set the willingness 
thermostat quite a bit higher by using experiential life enhancement exercises designed 
to help clients make full contact with thoughts, feelings, and sensations that normally 
accompany anxiety. We are also going to help clients make contact with the disruptive 
consequences of experiential avoidance in their lives. We call these FEEL (Feeling 
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Experiences Enriches Living) exercises to avoid the somewhat perjorative connotations 
of the term “exposure.” We encourage clients to use the mindfulness skills they have 
been practicing at home to embrace reality as it is. In fact, with FEEL exercises, the tar- 
geted processes are the same as in those exercises. The main change is that the thera- 
peutic focus and context are now much broader. 

The context for FEEL exercises must be framed in the service of client values and 
goals. This alone is quite different from traditional exposure therapies, wherein the goal 
typically is to master anxiety and test the accuracy of catastrophic predictions. This, we 
believe, is one reason why many anxious persons look upon traditional exposure with 
dread. Symptom reduction for its own sake seems quite limiting, particularly when con- 
sidering the amount of pain clients must experience in the hope of feeling better. Recall 
that living better does not necessarily follow feeling better. Within ACT, therefore, 
FEEL exercises are presented and conducted with an eye on the real prize—living fully, 
richly, and meaningfully. They foster growth and movement in valued directions by 
encouraging clients to be with, and not act upon, the urge to avoid and escape anxiety, 
while doing what is important to them. 

We have included a fair number of exposure-like exercises in the sections that fol- 
low. The mindfulness and other exercises conducted in previous sessions, along with 
the rationale provided below, should provide the motivation, willingness, and commit- 
ment to feel anxiety-related experiences as they are, and for what they are, rather than 
letting these experiences deter clients from their path toward living the life they have 
chosen. 


Rationale for FEEL Exercises: To Facilitate 
Valued Living 


Providing clients with a thorough rationale for the FEEL exercises presents an 
opportunity for the therapist and client to develop a collaborative effort, set expecta- 
tions, and prepare the client for exercises that are probably difficult to do initially. The 
basic goal is to provide clients with an easy-to-understand explanation of the proce- 
dure, the rationale underlying it, and the anticipated costs and benefits. Therapists 
should refer to the earlier experiential exercises and metaphors when explaining the 
rationale. 

Emphasize to clients that the ultimate purpose of these in-session exercises is to 
help them deal with the anxiety-related barriers listed on the Valued Directions and 
Life Compass worksheets in real-life situations. Using examples from these worksheets, 
review with clients how subtle and overt forms of avoidance and escape behavior have 
served to maintain their difficulties and how efforts to run away from or avoid anxiety 
have not worked and have ended up constricting and debilitating their lives. Describe 
FEEL exercises as focused opportunities for clients to practice running into, rather than 
away from, their anxiety. It’s about making space for all those unwanted experiences 
that clients have avoided for so long. 

You can guarantee clients that as long as they respond the way they have been 
responding (i.e., attempts to avoid or escape from their own psychological and 
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emotional experiences), they will continue to have the problems they are having. At 
some level, most clients suffering from anxiety know this already. So the purpose is to 
learn to do something different from what they have been doing, a process that should 
be well underway by this point in therapy. Instead of struggling with what their mind 
and body are doing during fear and anxiety, they can drop the rope and face these expe- 
riences. This is a new way of responding to their own responses in order to get back onto 
their chosen path and do all the things they care about and want to do. 

For this process to come about, clients must be willing to experience their fear, 
worries, and anxiety, because change and new learning occur through experience and 
doing, not by talking or thinking about doing. Sensations that will be induced during 
FEEL exercises (e.g., bodily sensations during interoceptive FEEL exercises) are pre- 
cisely those that the client wishes not to experience. As with traditional exposure, there 
is some truth to the trite phrase “no pain, no gain.” Yet, exposure is more than this. In 
our view, exposure transforms suffering about pain (i.e., nonacceptance plus pain), into 
the very real human experience of pain and pain alone. Therapists can revisit the exam- 
ple we outlined earlier about the process of learning how to ride a bike. FEEL exercises, 
like riding a bicycle for the first time, are difficult. This is to be expected, particularly 
given that clients are unfamiliar with how to ride feelings on the path to living. The 
good news is that these exercises will get easier over time and with practice. They are 
designed to help clients to move in valued directions. Ask clients, “Are you willing to 
have what you have in the service of moving closer to your stated intentions (values) ?” 

Therapists can describe FEEL exercises as experiential strategies that are designed 
to assist clients in mastering their ability to experience a full range of emotional 
responses, fully and without defense, for what they are and not for what their mind tells 
them they are (ie., something dangerous and harmful). Remind clients of the 
tug-of-war exercise showing that when one side pulls, the other side simply pulls back 
harder. Likewise, when anxiety and fear are met with resistance, there is only one natu- 
ral outcome: more resistance and suffering. Wars rarely emerge in the context of 
acceptance, joy, compassion, and genuineness toward the self and others. 

The same is true with anxiety. Defending themselves from their own experiences 
tends to foster more negative experiences and prolongs the struggle. This context 
breeds suffering. Tell clients they cannot be at peace with themselves if they remain in a 
fight with their own experience. FEEL exercises are designed to assist them in 
approaching their anxiety and fear from a nonjudgmental, loving, and compassionate 
perspective—to be the chessboard instead of one of the struggling teams. Dropping the 
rope liberates them from the losing battle with their own thoughts, memories, physical 
sensations, and histories. Just like in the finger trap exercise, clients can choose to lean 
into their experiences and treat themselves with the same compassion, openness, love, 
and caring that they would extend to other human beings. Over time, the result is that 
they learn to respond to their responses differently and without defense. This 
nonavoidance posture, in turn, frees them to live differently. Therapists can accelerate 
this process initially by repeating exposure exercises in a controlled, systematic fashion 
with minimal variability. 
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Determining Appropriate FEEL Exercises 


Before starting the first exercise, it is useful to reiterate to clients that the pro- 
cesses and principles that have contributed to their anxiety are quite normal and adap- 
tive. Perhaps you can remind clients of an example from their lives where fear or anxiety 
was originally adaptive. Somewhere along the path of life, your clients began treating 
anxiety as if it were the enemy, and began to make strong efforts to reduce, eliminate, 
and avoid experiencing any fear-related sensations, images, and thoughts. This is when 
the situation gets tricky—remember President Franklin Roosevelt’s famous statement, 
“The only thing we have to fear is fear itself”? Fear takes its toll on the lives of anxious 
persons when they do not want to experience it and start running away from it. When 
that happens, their lives become constrained and limited because clients will act to 
avoid any activity or experience where the probability of experiencing unwanted sensa- 
tions, images, and thoughts is high. 

For someone with panic disorder, such experiences include, but are not limited to, 
anger, surprise, excitement, stress, medications, drinking caffeinated beverages, exer- 
cise, driving, and interpersonal situations where anxiety and other unpleasant feelings 
are likely. Attempts to avoid changes in physical state or activities that induce shifts in 
bodily state prevent corrective learning that the physical sensations are not harmful, 
need not be avoided, and can be tolerated. This sets up a trap for anxiety to become dis- 
ordered. Let clients know that the goal of these exercises is to help them get out of that 
trap. Explaining this sequence as part of the rationale for conducting FEEL exercises is 
appropriate for most persons suffering from anxiety problems, and particularly for cli- 
ents who suffer from panic disorder, PTSD, specific phobias, and social phobia. 

Similar principles and processes apply to images and thoughts. Examples of such 
images for each anxiety disorder are as follows: 


m Panic disorder—suffocating and writhing on the floor 


= Social phobia—being jeered at or criticized by a group of people 


m= PTSD—being abused or reliving the trauma 


m= GAD —being found out as a sham or incompetent 
=m OCD—doing something violent, obscene, or blasphemous 


In previous sessions, the goal has been to mindfully observe unwanted thoughts 
and feelings when they arise naturally. Now, the goal is to deliberately bring about the 
physical sensations and images that normally would elicit distress so as to place such 
sensations in a context where the tendency to avoid or escape from them is unworkable 
and unnecessary. That is, one cannot be mindful of anxiety while avoiding anxiety. The 
goal is to increase client response-ability by helping them to accept their anxiety-related 
experience for what it is. 
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Types of Interoceptive FEEL Exercises 


In this section, we describe a number of commonly used interoceptive exposure 
activities. In ACT, the choice of interoceptive and imagery FEEL exercises should be 
largely determined by whether the client’s reactions to the images or sensations brought 
on by these exercises have functioned as a barrier on the path to some valued life 
domain. 

The next step is to establish relevant bodily cues and images for each client. Here 
the universe of possible FEEL exercises is limited only by a therapist’s creativity and 
available resources. The following is a partial list of commonly used in-session exposure 
exercises, including information about their implementation and typical effects. All can 
be completed in session and practiced outside of session. 

Therapists should be mindful that contextual effects may modulate reactivity to 
interoceptive cues. Context may even move the tendency toward experiential avoid- 
ance up or down. Thus, some individuals will show a generalized tendency to respond to 
bodily sensations with fear in all contexts. That is, no matter where they are, these indi- 
viduals are anxious about physical sensations and act to avoid them. In other clients the 
tendency to avoid experiencing bodily sensations becomes acute only in some contexts 
and not in others (e.g., only when clients are alone or in unfamiliar places, or only when 
they have no good explanation for the physical symptoms). 


Spinning 

This FEEL exercise can take several forms, and is designed to defuse fearful reac- 
tions evoked by sensations of dizziness and vertigo. Such exercises may include spinning 
in an office chair, spinning while standing, or having a client place their head between 
their knees, then suddenly move to an upright sitting position. 


Hyperventilating 

This procedure involves voluntary paced overbreathing and is capable of inducing 
panic attacks, including dissociative symptoms, in susceptible individuals. This occurs, 
in part, because oxygen is inhaled at a rate greater than metabolic demand, leaving too 
much oxygen and too little carbon dioxide in the blood. After first demonstrating a few 
full exhalations and inhalations through the mouth at a pace of about one breath for 
every 2 seconds, the therapist asks the client to join in and continue with this procedure 
for up to 3 minutes. 


Breathing Through a Small Straw 

Several inexpensive small- and large-bore straws can be used for this FEEL exer- 
cise. The nose should be occluded while the client breathes through a straw for 30 
seconds or more. This exercise evokes breathlessness and sensations of smothering, and 
can be combined with other FEEL exercises, for example, breathing through a straw 
while climbing stairs. 
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Breath Holding 

Breath holding involves asking the client to hold their breath for a period of time. 
The duration of breath holding can be increased in a graduated fashion over repetitions 
of FEEL exercises. This procedure typically evokes broadband cardiorespiratory sensa- 
tions, and specifically the feeling of suffocation or air hunger. 


Climbing Steps or Step-Ups 

These exercises and their variants (e.g., fast walking, jogging in place) evoke 
cardiorespiratory sensations and more widespread sensations of autonomic arousal 
associated with physical exertion. Modifications to this procedure can range from 
climbing up and down one or two steps to climbing several flights of stairs. As appropri- 
ate, the pace of climbing or step-ups can be graduated within different levels (e.g., two 
steps, five steps, ten steps, and for varied durations within each level). 


Staring at Self in the Mirror 

This exercise involves simply looking at oneself for 2 minutes. The procedure typi- 
cally elicits feelings of derealization and is particularly suitable for clients who report 
such feelings as part of their anxiety experience. 


Other Interoceptive FEEL Exercises 


Other exercises can be designed to suit particular client fears. For example, if your 
client is frightened by visual symptoms, you could ask them to stare at a light for 30 sec- 
onds and then look at a blank wall to see the afterimage. Alternatively, you may have 
them stare at a disorienting visual stimulus. For persons afraid of throat sensations or 
choking, suggest they press down on the back of their tongue with a tongue depressor or 
toothbrush. Alternatively, spend 1 minute just focusing on swallowing. Other means to 
produce interoceptive FEEL experiences include wearing nose plugs (used for swim- 
ming) to generate the sense of suffocation; strong smells (e.g., Worcestershire sauce) to 
induce nausea; tight collars, ties, or scarves to induce a sense of tightness around the 
throat; looking at venetian blinds with the sun shining in from behind the blinds to 
induce visual symptoms; and somersaults to induce a sense of being off balance or 
falling. 


Implementation of FEEL Exercises 


The general format and procedure for FEEL exercises is summarized below. It is 
important to let clients know what they should do during these exercises. Remind them 
to apply the same behaviors of acceptance and mindfulness during FEEL exercises as 
they have in previous exercises in session and at home. Their general task is to practice 
mindful observation in the presence of feared bodily sensations, thoughts, or imagery. 
This posture creates a dialectic between approach and avoidance tendencies, while 
undermining various forms of cognitive fusion. The basic idea is to observe, accept, and 
make space for anxiety-related experiences rather than suppress or struggle with them. 
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General Format and Procedure of FEEL Exercises 


|. Provide the rationale for the exercise and ask clients to apply a mindful- 
ness posture during exercise. 


2. Conduct FEEL exercises, continuing for 30 to 60 seconds beyond the 
point at which the sensations are first noticed, and 5 minutes beyond 
the point at which the imagery is vivid. 


3. Obtain FEEL Record ratings. 


4. Ask clients to return to mindfulness practice for approximately 1 to 2 
minutes, and provide occasional prompts for clients to observe and 
make space for what they are experiencing. 


5. Ask what clients did during the FEEL exercise and briefly discuss their 
experience; also provide feedback and, if necessary, make suggestions 
for mindful acceptance. 


6. Ifclients report or show high levels of unwillingness, struggle, or avoid- 
ance, therapists should conduct a more closely guided FEEL exercise 
(see section below). Therapists can also use these exercises to defuse 
any evaluative thoughts clients report (“This is not working,” “I can’t 
stand this anxiety anymore”). Ask clients to approach the exercise from 
an observer perspective the next time (“I am having the thought that this 
is not working,” “I am having the thought that I can’t stand this anxiety 
anymore”). 


7. Repeat FEEL exercises in this session and, if necessary, in subsequent 
sessions until client willingness levels are 7 or higher and struggle and 
avoidance levels are 3 or lower. 


8. Include at least one full repetition of a particular FEEL exercise in sub- 
sequent sessions. 


Implementation of Interoceptive FEEL Exercises 


Prior to having the client engage in an exercise, you should explain and model it 
from the same posture that you want clients to adopt: mindful, nonjudgmental, and 
open. After you model the FEEL exercise, you should then carefully observe the client 
doing it to ensure it is completed correctly. During the exercises, therapists need to be 
particularly watchful for subtle and overt forms of escape or avoidance (e.g., distraction, 
taking fewer and more shallow breaths during hyperventilation), because such avoid- 
ance indicates low levels of acceptance of the client’s experience, which can retard the 
process of thought-emotion-action defusion. Therapists should introduce and practice 
exercises in a graduated fashion. Before each exercise, ask clients’ permission to 
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proceed and whether they are willing to go ahead with the exercise. If they report being 
willing, ask clients to approach these exercises very much like they have practiced expe- 
riencing bodily sensations, thoughts, and images in the mindfulness and acceptance 
exercises at home. 

Ask clients to focus on the experience without trying to change what they experi- 
ence. When they notice bodily sensations or unwanted thoughts or images, encourage 
them to acknowledge their presence, stay with them, and see whether they can make 
some room to have them instead of attempting to make them go away. Ask clients to 
simply allow them to be and to give themselves space to have whatever they have while 
bringing a quality of kindness and compassion to the experience. You can use similar 
language as in the Acceptance of Anxiety exercise. 

Then the therapist induces bodily sensations, continuing for 30 seconds to 1 min- 
ute beyond the point at which the sensations are first noticed. Following the induction, 
use the FEEL Sensation Record and ask clients to rate the intensity of the sensations, 
level of anxiety, how willing they were to experience what they experienced, how much 
they struggled with their experience, and how much they tried to avoid it. All ratings 
are made on a0 to 10 scale with 10 being the maximum rating. After obtaining the rat- 
ings, the therapist redirects the client to return to mindfulness practice for approxi- 
mately 1 to 2 minutes, occasionally prompting them to observe and make space for what 
they are experiencing. Then, the therapist asks clients what they did during the FEEL 
exercise and briefly discusses the client’s experience, providing feedback and, if neces- 
sary, making suggestions for mindful acceptance using similar language as in the Accep- 
tance of Anxiety exercise. For instance, therapists can encourage clients to notice any 
thoughts and feelings, acknowledge their presence, and stay with them rather than 
attempt to push them away. Ask clients to see if the bodily sensations need to be their 
enemy or whether they can open up to them and make space for them, accepting and 
allowing them to be, always noticing them for what they are (just normal bodily sensa- 
tions) rather than what their mind tells them they are. 

If clients report only low to moderate sensation intensity (less than 4), reassess the 
appropriateness of the exercise, the way a client might be doing it, and/or subtle forms of 
avoidance behavior. For instance, a client may only hyperventilate very mildly. If a 
FEEL exercise fails to elicit any anxiety, then ask clients if they would be distressed by 
the exercise if it was done alone or without the presence of the therapist. If so, it can still 
be practiced as an experiential home exercise. 
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FEEL SENSATION RECORD 
(FEELING EXPERIENCES ENRICHES LIVING) 


Date: Time: A.M./P.M. 


0 1 2 3 4 5 6 7 8 9 10 


Low Moderate Extreme 


Willingness Struggle Avoidance 


Sensations Anxiety to with of 
Intensity Level Experience Experience Experience 
Exercise (0-10) (0-10) (0-10) (0-10) (0-10) 
Spinning 
Hyperventilating 


Breathing through 
straw 


Breath holding 


Step-ups 


Climbing steps 


Staring at self in 
mirror 


Other 
Other 


Implementation of Guided FEEL Exercise 

If clients report or show high levels of unwillingness, struggle, or avoidance, thera- 
pists should conduct a guided FEEL exercise. During a guided FEEL exercise, the thera- 
pist again elicits the bodily sensations and guides the client’s attention to two to three 
bodily sensations, one at a time. Therapists ask clients to acknowledge the presence of 
this discomfort, stay with it, breathe with it, accept the discomfort, and open up to it. 
Just like in the Chinese finger trap exercise, this is the perfect time to lean into anxiety 
and invite it in rather than struggling with it. If the clients report evaluative thoughts 
and labels (“dangerous,” “getting worse,” “out of control”), ask clients to thank their 
mind for such labels and continue to observe what they experience with gentle curios- 
ity, openness, and compassion. In addition, therapists can help clients reframe such 
statements by means of defusion techniques. For instance, a client statement such as 
“Tm losing control” can be defused and recontexualized as “I’m having the thought/feeling 
that I’m losing control.” Similarly, a statement such as “I’m too weak for this” might 
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become “I’m having the thought that I’m too weak for this,” whereas the thought “I want 
to do this but it is so hard” becomes “I want to get better and it is too hard.” A sample 
dialogue below illustrates the guided FEEL procedure. 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


Client: 


Therapist: 


[after spinning the client around in a chair] What sensations are you 
experiencing? 


I feel dizzy and my heart is racing. I’ve been trying to calm myself down. 
[asks for all five FEEL ratings] 


Sensations are 7, anxiety is 8, willingness is 4, struggle is 7, and avoidance 


is 6. 


Okay, I want you to close your eyes fora moment. See if you can allow this 
dizziness to be what it is, a feeling in your head, nothing more and nothing 
less. Is this something you need to push away from, or can you acknowl- 
edge its presence and make room for it? [pause 5 seconds] Can you make 
space for it? [pause 5 seconds] What does this dizziness really feel like? 
Where does it start and where does it end? [pause 5 seconds] Must this par- 
ticular feeling be your enemy? [pause 5 seconds] Is this dizziness and the 
anxiety something you must not have, something you cannot have? [pause 
5 seconds] Even if your mind tells you that you can’t have it, are you will- 
ing to open up a space for it in your heart? [pause 5 seconds] Is this some- 
thing you absolutely need to struggle with, or is there room inside you to 
feel all that and stay with it? [pause 5 seconds] 


I don’t like it, and no matter what I do, I am having it anyway. 


I understand you don’t like it. And can you be willing to have it? As you 
said, you are having it anyway. Can you not like it and be willing and have 
it? Is that possible? [pause 5 seconds] So are you willing to do this again? [If 
client is willing, repeat exercise, obtain ratings, and focus attention on another 
core sensation such as the racing heart.] 


The therapist can use the same procedure with all major bodily sensations and with 


evaluative thoughts. To maximize the process of corrective emotional learning and 


teaching the client new ways of responding to their own responses, clients should practice 


each exercise for several minutes and repeat it two or three times during the therapy ses- 
sion. A client should make willingness ratings of 7 or higher and struggle and avoidance 
ratings of 3 or lower within the same exercise before moving on to the next exercise. 


FEEL exercises may require several in-session practices before any clinically 


meaningful increases in willingness and reductions in struggle and avoidance are 
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observed. This is fine and to be expected. After clients complete exercises successfully 
in session, ask them whether they are willing to complete the exercises at home during 
the following week and keep track of their daily practice using the FEEL Sensations 
Record form. 


The Mirror Exercise 

Many of the FEEL exercises are not simply about evoking and being with 
unwanted bodily sensations. They are also about developing acceptance for the self 
when being anxious and in the eyes of others. Thus, we suggest that for people with 
social phobia, and others who are concerned about experiencing anxiety in public, 
interoceptive FEEL exercises be done, to the extent possible, in front of a mirror. The 
purpose of having the mirror always present is to help the client develop acceptance and 
compassion for how they appear in front of themselves and others when being anxious. 
Many clients tend to feel self-conscious when anxious. Using a mirror provides opportu- 
nities for clients to practice acceptance and defusion about how they appear when anx- 
ious. The goal here is to help clients develop compassion for themselves and how they 
look when they are anxious or afraid. In the process, they may become more comfort- 
able with the way they appear in the public eye, and also less anxious about how they 
appear to others—a welcome by-product, although not an explicit target. Ask clients if 
they are willing to practice interoceptive FEEL exercises at home in front of a 
full-length mirror. If so, they are to follow the steps outlined below. 


|. Practice interoceptive FEEL exercises in front of a full-length mirror. 


2. After completing an exercise in front of the mirror, clients should make 
their ratings using the FEEL Sensation Record. 


3. After making their ratings, they are to take a good hard look at them- 
selves in the mirror. Here clients should observe and describe their bod- 
ies from head to toe. What do they see? How do they look? 


4. Ask clients to come up with descriptions, not judgments, about how 
they look in the mirror. When experiencing judgmental thoughts, such 
as those listed below, clients should simply notice the thoughts and feel- 
ings that arise as they are. Just listen to them, be with them, notice them 
from a compassionate observer perspective. 


Judgments: 


“I look terrible, blotchy, all red in the face. People will notice how 
anxious I am.” 


“I look bad.” 


“The way I look is embarrassing.” 


Creating Flexible Patterns of Behavior Through Value-Guided Exposure 211 


Descriptions: 
“I can see that my face is flushed.” 
“I notice that I am sweaty and out of breath.” 


“I experience some shakiness in my hands and legs.” 


5. Ask clients to allow themselves to experience those thoughts and feel- 
ings as they are. Can they develop room for being with their anxious self 
in the mirror? Can they bring compassion and acceptance to this experi- 
ence? It is important that clients stay committed to the exercise. Ask 
them to watch themselves in the mirror after each interoceptive FEEL 
exercise for at least 1 to 2 minutes. It is important for clients to stay the 
course, meaning that we do not want them to give in to their discomfort 
by terminating the exercise prematurely. 


Imagery FEEL Exercises” 

For clients with recurrent fear-producing images (particularly relevant to clients 
with PTSD, OCD, or GAD), generate a list of fear-provoking images based on their 
“worst-case scenario.” Ask clients to generate a few sentences to describe each image, 
particularly in terms of their responses, the stimuli associated with it, and their meaning. 
Here are some examples: “My children drowned in the bathtub, and it was my fault; I feel 
sick to my stomach and my heart is pounding”; “I am living on the streets, without food or 
help, because I am incompetent, weak, and unable to think”; “I am in a psychiatric ward 
because I am crazy; my hands are shaking, I am disoriented, and nobody can understand 
Iam being attacked and I’m frozen in fear; I can’t lift my hands to protect myself, I 
am helpless”; “If my husband’s health gets worse, he might die and we will lose our home.” 

Generate a series of images and ask clients to rate their willingness to have that 
image. Next, establish a graded hierarchy of images based on your clients’ willingness 


6 


me”; 


ratings. Gradation is particularly important for PTSD, where images of past traumas are 
very provocative. Throughout the imagery scene construction and later during FEEL 
imagery exercises, there may be occasions of numbing, dissociation, or a full flashback 
in cases of severe PTSD. If you suspect this is going to happen, talk with the client in 
advance about ways of dealing with such experiences, such as methods of reality check- 
ing, touch, and approaching the experience from an observer rather than a participant 
or player perspective. Note that such experiences are consequences of the fusion of ver- 
bal evaluations with reality. They are within the range of human experience. If they 
happen in session, then they are likely a part of the client’s experience outside of ses- 
sion. When the client responds to the flashback in ways so as not to have it or to make it 
go away, these responses are likely barriers to living. In such cases, you may focus atten- 
tion on the psychological and experiential consequences of the imagery for the client, 
rather than on the imagery itself. The task is to develop a mindful and accepting posture 


We are grateful to Dr. Michelle Craske for allowing us to use and adapt the scenarios and suggestions 
contained in her 2005 treatment manual Cognitive-Behavioral Treatment of Anxiety Disorders. 
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toward those consequences. After all, the problem is the client’s reactions to the conse- 
quences of FEEL exercises, not the consequences themselves. 

In the case of generalized anxiety disorder, the catastrophic images that usually 
underlie excessive worry may not be immediately apparent to clients. Such images can 
be identified by asking the client to find the “picture” of the worst-case scenario at the 
end of the worry chain. For example, if the client worries excessively about their chil- 
dren’s safety on the public transport from school to home, an underlying catastrophic 
image may be of the children lying on the road in an automobile accident. The meaning 
of the catastrophic image typically pertains to the client’s sense of self-competency. In 
the example just given, the image is not restricted to the children’s injury. It extends 
also to the meaning that the client was a bad parent for letting that happen to the chil- 
dren. The latter image in this chain likely cuts to the core of a client’s sense of self and 
value. The client is then asked to imagine this scene using the same general procedure 
described on the next page. 

Clients with obsessive-compulsive disorder mostly find their images to be abhor- 
rent and unacceptable, and their sense of shame and guilt may lead to resistance in ver- 
balizing the content of the images. Similarly, fears that putting the content of the 
images into words might make them “come true” may also contribute to resistance. This 
type of internal barrier (resistance) is just another form of experiential avoidance. In 
therapy it means that the client is not showing up with willingness. Therapists need to 
address such barriers whenever they come up. For instance, a therapist might say, 


You seem to not want to tell me what you are thinking right now, and I 
understand that you think the thought may come true. I'd like you to think for a 
moment about how this “not telling” is working for you, right here, right now. 
We are both here together in this room to help you live life more fully, richly, and 
deeply. Is not speaking out your thoughts getting in the way of your commitment 
to treatment and improving your life? Is it getting you closer to or further away 
from your valued directions? Is it taking your life bus north or south? What does 
your experience tell you? Where do you want to go? Can you be willing to set 
your willingness thermostat high? 


In addition, therapists can do more defusion work by asking clients to hold the 
thoughts or images gently in awareness and recognize and label the images as images 
rather than as facts or actual occurrences. Such mindful, compassionate, and kind 
observation is a new way of dealing with unwanted cognitive material and is different 
from past attempts to get rid of them or resolve them somehow. Referring back to the 
bus driver exercise, therapists can help clients identify these thoughts as bullies that will 
not steer them off course as long as clients choose to stay in the driver’s seat of their life 
bus and continue on their chosen path. In the case of this exercise, it means continuing 
with the exercise, observing the experience, and noticing bully thoughts and feelings for 
what they are (just thoughts and feelings). In the next chapter, we provide additional 
suggestions to help clients relate to unwanted cognitive and emotional material both in 
session and in situations of everyday life. 
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Before each exercise, ask the client’s permission to proceed and whether they are 
willing to go ahead with the exercise (“Have you set your willingness thermostat 
high?”). The general format for FEEL imagery exercises is similar to the interoceptive 
exercises. Imagery exercises, however, tend to be longer and should be continued 5 
minutes beyond the point at which the imagery is vivid. If the imagery is insufficiently 
vivid, consider incorporating newspaper stories about tragedies, illnesses, or accidents 
to elicit imagery. Also, movies or photographs of places or people can be helpful. After 
obtaining ratings using the FEEL Imagery Record below, ask what clients are experienc- 
ing. Encourage them to notice any thoughts and feelings, acknowledge their presence, 
and stay with them rather than attempting to get rid of or push them away. Ask them to 
see if the thoughts, feelings, and worries need to be seen as enemies or whether they can 
open up to them and make space for them, accepting and allowing them to be, always 
noticing them for what they are (just thoughts and feelings) rather than what their 
mind tells them they are. 

Again, if clients report or show high levels of unwillingness, struggle, or avoid- 
ance, then therapists should conduct guided FEEL exercises. These exercises help cli- 
ents to create space for their discomfort, encourage them to accept rather than struggle, 
and defuse any evaluative thoughts clients report, as described in the interoceptive 
exercise section. 


FEEL IMAGERY RECORD 
(FEELING EXPERIENCES ENRICHES LIVING) 


Date: Time: A.M./P.M. 


0 1 2 3 4 5 6 7 8 9 10 


Low Moderate Extreme 


Willingness Struggle Avoidance 
Sensations Anxiety to with of 
Intensity Level Experience Experience Experience 
Exercise (0-10) (0-10) (0-10) (0-10) (0-10) 
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Some clients may continue to report low willingness and high levels of struggle 
and avoidance over either the physical symptom induction or imagery induction. In 
those cases, continue with repeated FEEL exercises in this and subsequent sessions 
until client willingness levels are 7 or higher and struggle and avoidance levels are 3 or 
lower before moving on to the next exercise. Also be sure to frame these exercises in the 
context of barriers to valued living. Remember that these exercises are all about move- 
ment north. They are not about being with anxiety and fear for the sake of being with 
anxiety and fear. Values help contextualize the FEEL exercises and give them meaning 
and real purpose. 


Dealing with Urges to Escape During Panic Attacks 
and in OCD 


Virtually all cognitive behavioral programs for anxiety disorders emphasize that it 
is important to prevent escape behavior in the presence of high anxiety, such as during 
panic attacks. For instance, cognitive behavioral programs for OCD emphasize how 
essential it is for clients not to undo the exposure imagery exercises by carrying out ritu- 
als or other forms of neutralizing. These compulsions are functionally forms of experien- 
tial avoidance and precisely what these exercises are designed to undermine. The 
typical strategy used within standard CBT is first to find out what a client normally does 
in response to their intrusive images (e.g., compulsions, neutralizing behaviors, check- 
ing on the safety of others, seeking reassurances), and second to instruct the client not 
to carry out those reactions during or after the imagery exposure. The reason is that 
such actions undermine any corrective learning that may come about via imagery expo- 
sure and serve to reinforce old, problematic patterns of behavior. 


Preventing Escape Behavior 

From an ACT approach, it is also desirable to prevent escape behavior in clients 
with OCD or during panic attacks. However, simply instructing the client not to engage 
in the ritual or other escape behavior is not congruent with an ACT approach. The rea- 
son is that the compulsion is already in a tight functional relation with various obses- 
sions and related negative consequences. Suppressing or avoiding the elements may, 
therefore, bring about the other undesired elements that are part of a network of rela- 
tions. Ask clients to recall what happens when they try not to think of pink elephants. 
They actually get more thoughts of pink elephants. The most important aspect of FEEL 
exercises in clients presenting with OCD is this: to let them experience intrusive recur- 
rent thoughts, along with the urge to act on them, for what they are—thoughts and 
feelings. Efforts to suppress or neutralize thoughts and urges should be examined for 
their workability and defused. Ask the client to recall what happens when they do 
engage in rituals in terms of both their obsessive thoughts and their urges (anxiety goes 
down for a while, but tension and urge always come back). So compulsions do not work 
because the obsessive thoughts always come back and, more importantly, because these 
actions get in the way of living a valued life. 
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Then, move on to helping clients relate to urges from a mindful, accepting stance. 
Rather than instructing clients not to engage in a compulsive ritual, therapists can 
explore such urges and employ defusion methods during FEEL imagery. This strategy is 
also relevant for clients with other anxiety disorders, particularly when they report a 
strong urge to escape from a situation (e.g., while experiencing a panic attack). If clients 
report urges to wash their hands (OCD) or leave a situation where they experience anx- 
iety, Hayes and colleagues (1990) recommend taking clients into these thoughts and 
helping them defuse from their thoughts. This is also a good opportunity to reintroduce 
the Anxiety News Radio metaphor from Session 5 (see chapter 9). Therapists can ask 
clients to read the text in the voice of a news anchor to help them defuse the 
thought-action relation while not buying into the content of their thoughts. If the per- 
son is actually about to run away or wash their hands, do not physically prevent it. 
Instead, therapists may be able to delay such escape by saying something like this: 


That’s fine. You could do that. Now, I’d like you to stay for just a couple of 
minutes. And right here and now, we have the opportunity to work on this—the 
thoughts and feelings associated with wanting to run out of the room [or wash 
your hands]. If you choose to go, you can go, although right now you have the 
opportunity, rather than the problem, of experiencing what it’s like to have these 
thoughts and feelings in the context of being willing to have them. What is it like 
to have them when you set the willingness thermostat on high? 


Putting Thoughts and Urges on Cards Exercise 

Hayes, Strosahl, and Wilson (1999) devised another simple defusion exercise that 
helps clients make contact with the effort involved in fighting off urges and unwanted 
thoughts as opposed to observing them with mindful acceptance. In this exercise, the 
therapist writes the client’s urge, worry, or other unwanted thought on an index card. 
Then the therapist puts the card in the palm of their hand and asks the client to push 
against the card. As clients push, the therapist can adjust the strength of their pushing 
to let clients experience that when they push harder to make the urge or thought go 
away, the urge or thought pushes back harder too. After taking down the card, the ther- 
apist asks the client to simply sit there and do nothing. Then the therapist puts the card 
in the client’s lap and asks them to look at the card and the text on it, and notice the dif- 
ference in effort between pushing the urge away compared to simply letting it be and 
looking at it. 

These strategies may be enough for clients to stay and not engage in escape behav- 
ior. The goal is to hold them as long as possible without making it look like the therapist 
is doing the holding, and to help the client engage in the experience fully and without 
defense. Therapists should obtain FEEL ratings and continue engaging the client in this 
exercise and dialogue until willingness ratings are high and struggle and avoidance rat- 
ings come down. The main purpose of this dialogue is to remind clients of the skills they 
have learned and assist them in whatever way is appropriate to apply these skills in this 
difficult situation. 
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ios 


. FEEL Exercise Practice (Home) 


m Practice the Acceptance of Anxiety exercises for at least 20 minutes 
daily and complete the practice sheet after each practice. 


m Practice of at least one interoceptive and/or imagery exercise chosen by 
the client for 30 minutes per day. The sensations and/or imagery induced 
by the exercise should be barriers to valued activities in the client’s life. 


E Continue monitoring anxiety and fear-related experiences using the 


LIFE form. 
= Complete the Daily ACT Ratings form. 


Take a moment to explain to clients that their practice of FEEL exercises outside 
of therapy is an integral component of the treatment and ultimately more important 
than in-session work. Emphasize that the real purpose of these in-session exercises is to 
help clients move with and eventually let go of their anxiety-related barriers in real-life 
situations. The exercises are about making space for all of the unwanted experiences 
that clients have avoided for so long. This space will then allow them not to be steered 
off course by the anxiety bullies on their bus and to get on with the task of creating their 
life and living it. The purpose is to learn to do something different from what they have 
been doing. Instead of struggling with their mind and body during fear and anxiety, they 
can face these experiences for what they are and as they are, while staying on their cho- 
sen path and doing all the things they care about and want to do. 

A similar process is at work with FEEL practice outside of therapy. Initially, such 
exercises may simply include practice with the FEEL exercises covered in session (e.g., 
practicing breath holding at home). Doing FEEL exercises in a structured format at reg- 
ular, clustered intervals (i.e., several times a day) and in a comfortable environment 
(e.g., at home) will help clients learn the skill of experiencing anxiety for what it is. Ask 
clients to follow the same general procedure that was used in session. Remind them that 
their task is to practice mindful observation in the presence of feared bodily sensations, 
thoughts, or imagery during FEEL exercises. In the coming weeks, they are to use the 
same skills in session that they have been practicing at home during mindfulness exer- 
cises. The basic idea is to observe, accept, and make space for anxiety-related experi- 
ences rather than suppressing or struggling with them. 

Returning to the simple metaphor of learning to ride a bicycle for the first time can 
be helpful to convey to clients the importance of practice. Nobody learns to ride a bike 
the first time they try, and often the process can be painful. To make learning a bit eas- 
ier, we add training wheels. Home practice is analogous to using training wheels when 
learning to ride a bike. The goal is to learn the basic skills first before applying them in 
other situations and settings that are more challenging and more important to them. 
With repeated practice, clients can expect to get to the point of being able to remove 
the training wheels and ride without them. At that point, there may be a few more 
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bumps and bruises along the way. Recall that even seasoned bicyclists fall once in a 
while, but they spend more time on the bike riding than they do falling on the ground. 

Ask clients whether they are willing to practice FEEL exercises at home regardless 
of whether they feel anxious or distressed about exercises or other matters. If clients indi- 
cate they are willing to do so, ask them whether they are willing to keep a daily record of 
their practice and activities using the Valued Life Goal Activities form provided at the 
end of this chapter and on the book CD. If they agree, give them a copy of the form and 
ask them to write down their commitment to practice on the form for every day they 
intend to practice. The client takes this form home and records whether they engaged in 
the activity and how much time they spent on each activity. They also rate how much 
anxiety they experienced, how willing they were to have what they experienced, and how 
much they struggled with their experience at the beginning and at the end of each activity 
using the same 0 (low) to 10 (high) scale as on the FEEL forms. During the week, they can 
record whether and for how long they practiced every day. Give clients seven copies of 
the FEEL record form (one copy for each day of the week). This form provides more 
detailed information about their experiences during those exercises. 

Both forms are designed to help clients keep track of their daily practice. It is 
essential that therapists convey to clients the importance of keeping commitments and 
daily practice of the FEEL exercises as part of that commitment. Therapists should rou- 
tinely collect and review practice records at the beginning of each session. Practice 
reviews, along with verbal statements acknowledging the client’s work, serve to rein- 
force client commitment to treatment and effort to make meaningful life changes. 
Therapists who do not review or discuss home practice activities send their clients the 
message that such work between sessions is not important—so clients may wonder, why 
bother doing them? 

Lastly, and perhaps most importantly, we must stress the importance of maintain- 
ing a value-focused context for FEEL exercises. These and many of the exercises to 
come are designed to help clients use their hands and feet to move in the direction of 
valued life pursuits rather than to spend their time trying to get rid of anxious thoughts 
and feelings. If therapists do not relate such exercises to client values and goals (short- 
and long-term), then the FEEL exercises will look, feel, and sound like exposure in dis- 
guise. Clients, in turn, may rightly ask, “Why should I go through more pain and suffer- 
ing? I have enough of this in my life already.” Thus, we suggest that therapists clearly 
link FEEL exercises to client values and goals and encourage the client to do the same 
with home practice. Keeping the focus on values serves to dignify the treatment. For 
instance, a client may notice how her responses to dizziness and shortness of breath get 
in the way of leaving her house and doing what she cares about. During FEEL exercises, 
this client may focus from a compassionate perspective on the thoughts and sensations 
brought on by voluntary hyperventilation, while keeping a mindful eye on what she 
would like to do with her hands and feet when such sensations arise again. The real 
prize here is moving openly, willingly, and with feeling and purpose in the direction of 
what matters most in a client’s life. This is precisely what the FEEL exercises and this 
treatment program are about. 
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WEEKLY VALUED LIFE GOAL ACTIVITIES 


Life Enhancement Exercise Record Form 


Record your FEEL exercises and other goal-related activities for each day of the week, 
based on your commitments made in session. Record whether you engaged in the 
activity and how much time you spent on each activity. Then rate how much anxiety 
you experienced, how willing you were to have what you experienced, and how much 
you struggled with your experience at the beginning and at the end of each activity 
using the same 0 (low) to 10 (high) scale as on the FEEL forms. 


Day Activity Yes/No} Duration | Anxiety | Willingness | Struggle 
Commitment (minutes) |Beg/End| Beg/End | Beg/End 
Mon Y/N / / / 
Tues Y/N / / / 
Wed Y/N / / / 
Thurs Y/N / / / 
Fri Y/N / / / 
Sat Y/N i / / 
Sun Y/N / / / 


CHAPTER | | 


Staying Committed 
to Valued Directions 
and Action 


Sessions 7—12 


We can try to control the uncontrollable by looking for security and 
predictability, always hoping to be comfortable and safe. But the truth is 
that we can never avoid uncertainty and fear. So the central question is 
not how we avoid uncertainty and fear but how we relate to discomfort. 

How do we practice with difficulty, with our emotions, with the 
unpredictable encounters of an ordinary day? When we doubt that we’re 
up to it, we can ask ourselves this question: “Do I prefer to grow up and 

relate to life directly, or do I choose to live and die in fear?” 


—Pema Chödrön 
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GOALS AND THEME 


The major purpose of Sessions 7 through 12 is to continue to create broader and more 
flexible patterns of relating with the stimuli, events, and situations that elicit fear or 
anxiety in clients. This goal will be achieved by continuing to conduct in-session and 
between-session FEEL exercises, as well as value-related activities in the real world. It is 
fine if anxiety goes down as a result of these activities, but that is not our main concern. 
The crucial point is for clients to learn that anxiety does not have to go down first in 
order to do what is important to them. Continue to emphasize that the purpose of FEEL 
exercises and value-related activities is to let clients experience that they can do things 
that matter to them and be anxious at the same time. 

The general goal is to put valuing into action and to learn to be in and with the situ- 
ations, feelings, thoughts, and other barriers to valued living through continued exposure, 
mindful observation, and defusion. The therapist’s task is to help clients implement 
meaningful activities that will move them toward reaching selected goals by helping cli- 
ents develop a specific plan of action for each week and identifying sequences of actions 
that need to be taken to achieve goals (preferably involving previously avoided situations 
or events). Therapists can give feedback and help clients set realistic goals and criteria, 
monitor progress, and brainstorm solutions for overcoming barriers. Such assistance is to 
be framed in the context of what clients want out of a life lived well. 


Session Outline 
1. Centering Exercise 


2. Review of Daily Practice 


3. Repeated FEEL Exercises 
a In-Session Exercises 


= Consolidating Progress Through Home Exercises 


4. Naturalistic Value-Guided Behavioral Activation 


m Behavioral Activation Treatment: The Core of Value-Guided 
Action 


m Selecting Activities Based on Life Compass 
m Creating an Activity Hierarchy and Commitment for Action 


m Monitoring Progress and Giving Feedback 
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5. Dealing with Barriers and Avoidance 


The Basic ACT Value Question: Are You Heading North or 
South? 


Defusion and Mindfulness Techniques 
Recognizing Mind and Language Traps 
Eliminating Safety Signals and Behaviors 
Problems with Values 


Traveling with Your Fears 


6. Dealing with Setbacks Through Mindful Acceptance and Compassion 


7. Experiential Life Enhancement Exercises (Home) 


Practice Acceptance of Anxiety exercise once a day for at least 20 
minutes and complete practice sheet after each practice 


Daily practice of FEEL exercises (interoceptive and/or imagery 
exercises) and/or Valued Life Goal Activities 


Keep track of FEEL practice and value-related activities by com- 
pleting the Weekly Valued Life Goal Activities record form each 
week and the Goal Achievement Record 


Continue monitoring anxiety and fear-related experiences using 


the LIFE form 
Complete Daily ACT Ratings form 


8. Preparing Clients for End of Treatment (Session 12) 


Provide Treatment Summary 
Prepare for Relapse and Setbacks 
Identify High-Risk Situations 


9. Session Materials and Handouts 


Acceptance of Anxiety practice form (1 form for each week) 
Living in Full Experience (LIFE) form (1 form for each week) 
Daily ACT Ratings form (1 form for each week) 

Weekly Valued Life Goal Activities form (1 form for each week) 


Goal Achievement Record form 
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= FEEL Sensation Record forms (as needed) 


m FEEL Imagery Record forms (as needed) 


Agenda for Sessions 7-12 


I. Centering Exercise 


Begin all sessions with the centering exercise described in Session 1. 


2. Review of Daily Practice 


Review the client’s daily practice of the Acceptance of Anxiety exercise and 
briefly discuss their experiences with it. After reviewing the Daily ACT Ratings, briefly 
discuss the LIFE form and any instance of clients engaging in behavior to manage 
thoughts, sensations, and feelings. Again, help the client see the connection between 
such actions and short- and long-term costs, particularly in the context of how they 
want to live their lives. For instance, did behavior in the service of managing anxiety get 
in the way of something that a client values or cares about, as described in the client’s 
Life Compass? Next, review practice of FEEL exercises and other goal-related activities. 
Praise clients for their practice and progress and discuss any difficulties they may have 
had. Any obstacles and barriers should be dealt with as outlined in this chapter. 


3. Repeated FEEL Exercises 


In-Session Exercises 


Due to time constraints, only a few FEEL exercises were probably conducted in 
Session 6. In Sessions 7 and 8, therapists should set aside 25 to 30 minutes to conduct 
several more of the interoceptive or imagery exercises outlined in chapter 10. As indi- 
cated, the choice of exercises needs to be individualized and ought to produce sensa- 
tions and/or images that are related to barriers that have gotten in the way of valued 
activities in the client’s life. For guidance here, look to responses that came up as barri- 
ers when discussing the Life Compass and home exercises. It is critical that FEEL exer- 
cises continue to be framed in the service of client values and goals. These exercises are 
nothing more than focused opportunities to practice running into, rather than away 
from, anxiety in order to foster personal growth and movement in valued directions. 
Therapists should emphasize that the ultimate purpose of in-session exercises is to help 
clients move with rather than around anxiety-related barriers that come up when 
engaging in out-of-session goal-related life activities that matter to the client. The gen- 
eral format and procedure for conducting these exercises is the same as described in 
Session 6 (chapter 10). 
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Consolidating Progress Through Home Exercises 


Once clients begin to show clinically meaningful and stable increases in willing- 
ness and reductions in struggle and avoidance during the FEEL exercises conducted in 
session and at home, therapists can move to the next step, which involves clients engag- 
ing in the same acceptance posture while going about their usual daily activities and 
when they experience anxiety. The purpose here is to remove the training wheels and 
to start allowing clients to practice experiencing the totality of their feared experiences 
while performing routine activities. For instance, practice with interoceptive FEEL 
exercises should continue several times during the day and should occur in those situa- 
tions where the anxious thoughts, feelings, or sensations are particularly disruptive— 
that is, when they are normally allowed to get in the way of the client doing what they 
care about doing (e.g., school, work, driving, walking, attending a meeting). For exam- 
ple, interoceptive FEEL exercises such as applying pressure to the throat or standing up 
suddenly can be performed at a desk while at work (Zuercher-White, 1997). To derive 
the maximum benefit, clients should perform FEEL exercises in as many different con- 
texts and situations as possible. This will serve to broaden the client’s range of function- 
ing while counteracting the disruptive and life-limiting tendency to engage in 
avoidance of anxiety. Recall that the clinical goal here is to foster greater psychological, 
experiential, and behavioral flexibility. 

Before the end of the session, obtain a commitment from the client to perform at 
home the FEEL exercises practiced during session and ask them whether they are will- 
ing to engage in any other goal-related activities. If clients indicate they are willing to 
engage in exercises and activities, ask them whether they are willing to keep a daily 
record of their practice and activities using the Valued Life Goal Activities form they’re 
already familiar with. Again, ask clients to write down commitments to activities for 
each day of the week on the form. 

Also explain to clients that there are several ways to maintain and consolidate the 
progress they have made so far. First, hesitation to engage in a valued activity because of 
fear is a clear signal for clients that they should go ahead and do it, particularly when 
they have committed themselves to the activity already. These are opportunities for 
practicing leaning into and creating space for anxiety analogous to pushing into, rather 
than pulling out of, the Chinese finger trap. At those turning points, clients need to ask 
themselves whether they can make space for their discomfort and be willing to go ahead 
and do what they committed to doing. For instance, hesitation about driving for fear of 
having a panic attack is a signal to make space for and accept that discomfort and delib- 
erately drive anyway. Similarly, starting to avoid hot places or certain foods for fear of a 
panic attack is a signal to make space for and accept that discomfort and deliberately 
enter hot places and eat those foods. If clients are not willing to have these thoughts and 
act effectively in their lives, keeping value-driven commitments will be impossible 
(Wilson & Murrell, 2004). Obstacles that emerge, such as “This is too painful” or “I just 
can’t do it” ought to be addressed with experiential exposure and defusion exercises as 
discussed later in this chapter. 
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4. Naturalistic Value-Guided Behavioral Activation 


Traditional CBT typically follows in-session exposure exercises with naturalistic 
exposure exercises in a wide range of situations and under diverse circumstances. The 
aim of naturalistic exposure exercises is to promote generalization of extinction (Tay- 
lor, 2000). These exercises may involve clients performing common daily activities 
(e.g., drinking coffee, having sex, watching scary TV programs) or entering situations 
that produce feared somatic sensations in increasingly more dreaded and less “safe” sit- 
uations (Otto & Deckersbach, 1998). For example, the client may begin by performing 
a particular exercise at home, first with their spouse present and then without a safe per- 
son present, then in a shopping mall with a safe person present, and ultimately in the 
mall alone. 

Other common examples of naturalistic interoceptive exposure include going to 
an amusement park and going on scary rides, or engaging in a workout program such as 
running, cycling, or aerobics. Though naturalistic interoceptive exposure and situa- 
tional exposure have common elements, they differ in that the goal of naturalistic 
interoceptive exposure is to induce symptoms of autonomic arousal, whereas the goal of 
situational exposure is to expose the client to the feared situations themselves, without 
regard for the somatic sensations they produce (Taylor, 2000). Nonetheless, both 
interoceptive and situational exposure are designed to promote anxiety reduction 
through extinction processes. 

The purpose of naturalistic activities in ACT is to promote valued living. The Life 
Compass and Valued Directions worksheets serve as the basis for activity selection 
because many of the tasks we ask clients to do are highly aversive, particularly early in 
the process. In terms of treatment compliance, evidence suggests that we ought to make 
the client’s choice to engage in painful therapeutic work as salient as possible (Wilson 
& Murrell, 2004). Apart from helping clients get moving on the road toward establish- 
ing meaning in their lives, it also gives them a sense of control. Lab studies show that 
people and animals clearly prefer controllable painful events and tend to show less fear 
under such circumstances compared to uncontrollable pain-inducing events (e.g., 


Lejuez, Eifert, Zvolensky, & Richards, 2000; Zvolensky, Lejuez, & Eifert, 1998). 


Behavioral Activation Treatment: The Core of 
Value-Guided Action 


The greatest challenge for therapists is to keep clients on track as they move to 
re-create the life they have given up on in the service of managing anxiety. The problems 
that therapists encounter here are twofold: one has to do with helping clients engage and 
stay committed to a program of life goal—related activities, and the other has to do with 
barriers that clients encounter along the way. Both issues concern motivation and keep- 
ing commitments. Unfortunately, neither existing CBT manuals nor the ACT literature 
provide much guidance here. This section, therefore, is designed to provide therapists 
with some guidelines for keeping clients on track on their path to reclaiming their lives. 
We have adapted these guidelines from behavioral activation programs that have been 
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used successfully in the treatment of clients with depression (Hopko, Lejuez, Ruggiero, & 
Eifert, 2003) and with concurrent anxiety and depression (Hopko, Hopko, & Lejuez, 
2004). 

Behavioral activation treatment (BAT) is based on two major premises (Lejuez, 
Hopko, & Hopko, 2001, 2002). The first is consistent with ideas presented throughout 
this book, namely, that it is difficult to control or directly change negative emotional 
states and that the best strategy to improve negative affect is to directly target what is 
controllable. The second premise involves a behavioral principle called the “matching 
law” (McDowell, 1982). Applied to anxiety, this principle states that the relative value 
of anxiety-related behavior, compared to life goal—related behavior, is proportional to 
the relative value of reinforcement obtained for anxiety-related behavior compared 
with life goal—related behavior. One critical therapeutic implication of this principle is 
that we can reduce the relative value of anxiety-related avoidance behavior by increas- 
ing client contact with positive consequences resulting from engaging in more life 
goal—related behavior (e.g., driving to visit friends; going to a job interview to get a job). 
This is why we have stressed values from the beginning. Values matter. Activities that 
get in the way of valued living result in suffering. Behavioral activation should help pro- 
mote increases in the frequency of life goal—related behavior, while decreasing anxiety- 
related avoidance and escape behavior. Acceptance, mindfulness, and defusion exer- 
cises can help accelerate this process by weakening forms of evaluative struggle focused 
on anxious thoughts and feelings, thereby promoting willingness and full contact with 
experiences that matter to the client. 

BAT involves a number of steps that we outline in the next sections. These steps 
are (a) selecting activities based on chosen life goals, (b) creating an activity hierarchy 
and commitment to action as well as setting criteria for action, and (c) monitoring prog- 
ress and giving feedback. BAT as used within ACT is, at the core, about fostering com- 
mitment to engage in value-guided action. 


Selecting Activities Based on Life Compass 

The first part of this process is for you and your client to revisit the importance of 
various valued life domains and goals consistent with those domains. The next step is to 
identify actual activities that move clients in the direction of living according to their 
values. Although activity selection in BAT is guided by life goals, the ultimate choice of 
an activity is determined largely by how pleasant the activity, or the outcome of the 
activity, is for the client. Making pleasantness the criterion for activity selection could 
perpetuate the seek-pleasure-and-avoid-pain approach to life that underlies a good deal 
of human suffering (see chapter 4). In ACT, we suggest using importance of the value as 
the criterion for activity selection, particularly when the client’s anxiety is linked to a 
low frequency of activity in an area. Thus, both values and high avoidance of 
value-related activities provide us with the targets for exposure. They also guide the 
choice of what activities to pursue in behavioral activation. 

To start, refer back to the Life Compass and Valued Directions worksheets. Ask 
the client to identify one or two value areas and some activities that are part of those 
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areas that could serve as goals they want to work toward. The activities should be those 
that the client has put on hold or avoided in the past because of their anxiety problem. 
The next step is to identify clusters of actual activities related to living in the direction 
of the valued domain (Lejuez et al., 2001, 2002). For monitoring purposes, it is best to 
select activities that are both observable and measurable. For example, one value area 
may be education. Education, in turn, may include a long-term goal of attending col- 
lege. This goal, in turn, includes smaller specific actions such as making a phone inquiry 
about programs, driving to campus to make more specific inquiries or speak to an admis- 
sion officer, enrolling in classes, and buying textbooks. Another example of a broad val- 
ued direction may include developing closer relationships with a family member. This 
direction, in turn, may include several activities such as spending more time with a fam- 
ily member in places that a client has previously avoided (e.g., going to a movie or the- 
ater show, dining out, traveling out of town, or riding a bike). Recall, however, that 
value-guided action is not simply about the achievement of goals. It is an ongoing pro- 
cess with several intermediary steps (i.e., small goals or tasks). The steps are the goals 
that move clients in a direction that is part of a much larger process. Recall also that val- 
ued living takes commitment and has no clear end point. Goals, on the other hand, are 
steps in the direction of values that can be ticked off as one moves in that direction. 


Creating an Activity Hierarchy and Commitment for Action 

First, discuss with clients the perceived difficulty of value-guided activities as you 
and your client create an activity hierarchy. This hierarchy will help clients break down 
complex goals into smaller and more manageable tasks and give them a concrete plan of 
action and a clear sense of what lies ahead of them. For each activity, the therapist and 
client collaboratively determine clear criteria for doing the activities in terms of when 
and where to do them as well as how to do them and for how long. Next, when asking 
clients whether they commit to engage in one or more activities for the next week, 
make sure they have a clear understanding of what commitment means and what it 
does not mean. 


Therapist: Doing this activity at home is probably not going to be easy for you. In fact, I 
am pretty sure that the passengers on the bus will be yelling at you with full 
force, “Don’t do this,” “You'll never make it,” “You will just make a fool of 
yourself,” or “You’re going to get hurt.” Anticipating all that, are you willing 
to commit to this activity 100 percent and go through with it? Remember, 
willingness is not something you can try or have a bit of. 


Client: It seems tough. I’m not sure whether it will work. 


Therapist: I am not asking you to commit to a particular result or outcome. What I 
am asking is whether you are willing to commit to doing something that 
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will work for you and to taking all those passengers with you on your life 
bus. Will you do that and mean it? 


Client: Yes, I do mean it, but what if I can’t keep it? 


Therapist: | The commitment is to do it and mean it. The commitment is not that you 
will never break it. In fact, I predict you will break it at some point. Your 
commitment is that if and when you do break a commitment, then you 
will recommit, mean it, and get back on track and do whatever you can to 
keep your commitment as best as you can. 


Client: Okay, I will do it. I don’t know how well it will go but ... I mean and I will 
do it. 


After the client has committed to doing particular exercises and/or activities for 
the upcoming week, ask the client to enter them on the Weekly Valued Life Goal 
Activities form provided at the end of the previous chapter (see also the book CD). 
FEEL exercises and other goal-related activities are also entered on the Goal Achieve- 
ment Record. This form provides more of a summary of exercises and activities. At the 
top of the form, clients state the name of the goal and record the date on which they set 
the goal and committed to it. Then they record the activities (mini-goals) necessary to 
achieve the larger goal and record the session date they committed to doing an activity. 
Later at home clients can record the date when they completed the activity. For 
instance, if the client’s goal is to attend a school concert, guided by her value of having a 
supportive relationship with her son, during the first week of conducting FEEL exer- 
cises at home, an activity entry could be “Do FEEL exercises on 6 out of 7 days to pre- 
pare me for driving to Paul’s school concert.” Apart from linking activities and values, 
this form also becomes an important record of achievement for the client on their path 
to valued living 


Monitoring Progress and Giving Feedback 

At the start of each session, the Weekly Valued Life Goal Activities form needs to 
be examined and discussed. Praise clients for their practice and progress and discuss any 
difficulties they may have had. Any obstacles and barriers should be dealt with as out- 
lined in section 5 of this chapter. Based on the client’s entries from the previous week, 
clients can then record on the Goal Achievement Record the next set of activities. If it 
is possible to convert records of activities into some type of visual graph, therapists 
should do so because such graphs are an easy-to-understand and compelling record of 
progress. The treatment manuals provided by Lejuez and colleagues (2001, 2002) pro- 
vide more detailed suggestions on how to chart progress and also contain a number of 
additional record forms (e.g., daily activity logs, activity hierarchy sheets) that thera- 
pists might find useful during this part of treatment. The Goal Achievement Record 
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should be kept and reviewed by clients periodically. Doing so provides clients with valu- 
able feedback on how they are progressing and is a great method of self-reinforcement. 


5. Dealing with Barriers and Avoidance 


During both in-session and home exercises, clients will invariably experience bar- 
riers that have the potential of keeping them stuck where they are. A common example 
is a client telling the therapist that, despite committing to an out-of-session activity, 
they simply could not do it because they were too anxious. Therapists need to examine 
what got in the way of task completion and deal with obstacles to valued action using 
some of the strategies described earlier and in the next section. It is really important 
that we do not approach such barriers with a stance of wanting to overcome them. 
Overcoming and coping imply struggle. As Hayes, Strosahl, and Wilson (1999) point 
out, “commitment involves getting in contact with these barriers and moving ahead, 
not by getting over [or] around them, but rather by embracing and moving through or 
with them” (p. 271). 

Some barriers are external, such as lack of money, time, opportunity, physical 
space, geographical constraints, or even weather. Therapists can often help clients 
work through some of these barriers by brainstorming alternatives and making appro- 
priate suggestions that clients may not have thought of. Yet by far the most frequent 
and difficult barriers that clients with anxiety disorders face are those nagging internal 
barriers in the form of anxiety-related thoughts, feelings, worries, and bodily sensations. 

Regardless of their specific content, all these thoughts and reasons send the same 
old loud message as broadcast 24/7 on Anxiety News Radio: Do not do what you have 
decided and committed to do (although it might change your life for the better)—instead, do 
what you’ve always done and what is safe (although it hasn’t worked for you and will keep you 
stuck). Commit to struggling to manage your thoughts and feelings! Below we suggest a num- 
ber of specific defusion, mindfulness, and value-related techniques therapists can use to 
deal with these internal barriers. In addition, there is one question that therapists can 
almost always ask clients when these barriers come up. This question refers back to the 
workability of past solutions and the direction clients want their lives to take. 


The Basic ACT Value Question: Are You Heading 
North or South? 


Whenever clients come up with internal barriers, take out a copy of the Life Com- 
pass and ask them this crucial question: “Is your response to this thought, feeling, worry, 
or bodily sensation moving you closer to or further away from where you want to go with 
your life?” 

Below are some variations of this critical question that make specific reference to 
the life compass “heading north” analogy: 


m Jf that thought (emotion, bodily state, memory) could give advice, 
would the advice point you north? 
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= In what valued direction have your feet taken you when you listened to 
this advice? 


m= = What does your experience tell you about this solution? And what do 
you trust more, your mind and your feelings or your experience? 


m= If your intention is true north, does a particular action (e.g., an avoid- 
ance or escape-type behavior) head true north? 


m= = What advice would the value [insert a pertinent client value here] give 
you right now? 


m= What would you advise someone else or your child to do? 


It is important not to get involved in a discussion of the content or correctness of a 
concern or reason clients come up with. Instead, therapists should acknowledge the 
presence of these concerns (“Thank your mind for this”) and consistently go back to 
variants of the above questions to model for clients what they need to ask themselves in 
the face of adversity. All of these questions and their answers may also bring creative 
hopelessness back into the room by again highlighting the unworkability of past solu- 
tions and the current opportunity to do something radically different. 


Defusion and Mindfulness Techniques 


Apart from referring back to variants of the basic ACT question, therapists can 
use a number of defusion techniques to help clients deal with their numerous mind and 
language traps. These techniques are designed to disentangle client evaluations of their 
experience from their actual experience and help them observe their experience with 
compassion. 


Recognizing Mind and Language Traps 

There are a number of language conventions that tend to keep people stuck. 
“Yes-butting” and “buying their thoughts” are two pervasive problems that can trap cli- 
ents into corners, keep them stuck where they are, and seemingly prevent them from 
moving forward. Clients often mention both of them as reasons for not changing what 
they have been doing and to justify avoidance and escape behavior. For this reason, 
making some simple and subtle changes in verbal behavior can make a big difference. 
Such changes can help clients get unstuck by buying less into their thoughts so that 
they may move on with actions that are consistent with the life they want to live. 


Getting Off Your But(s) 

You may remember from early sections that one of the most common barriers cli- 
ents get caught up in is the “yes-but” trap. Almost invariably, clients will say something 
like “I like to go out, but I am afraid of having a panic attack.” What a client is saying 
here is that going out cannot occur along with being afraid. By saying “but” after the first 
part of the sentence, we undo what we said in that part, that is, we make it go away. This 


230 Acceptance and Commitment Therapy for Anxiety 


is actually what the word “but” literally means. “But” derives from the words “be out” 
and undoes or discounts everything that precedes it (Hayes, Strosahl, & Wilson, 1999). 
So when a client says, “I like to go out, but Iam afraid of having a panic attack,” they will 
not go out. They stay home because that “but” takes the “like to go out” away. It seem- 
ingly makes going impossible. Unfortunately, clients are likely to use the word “but” 
many times every day as a reason for not acting. This unnecessarily restricts their lives 
and reduces their options. 

Ask clients to imagine what would happen if they simply replaced the word “but” 
with “and.” “I would like to go out, and I am afraid of having a panic attack.” This little 
change can have a dramatic impact on what might happen next. If clients put it that 
way, they could actually go out and be anxious and worried all at the same time. It would 
allow them to go out. It would also be a more correct and honest statement. A client 
may indeed feel afraid about having a panic attack in the context of going out. Ask cli- 
ents to imagine what would happen if they started to say “and” instead of “but” every 
time a “but” keeps them on their butts. Imagine how much more space they would have 
in their lives. How many more opportunities would they gain to do things? How much 
space would open up for them? Getting off their but(t)s could be one of the most 
empowering things they have ever done. 

As with other exercises, it is important for therapists to model the use of “and” 
instead of “but” throughout treatment. These language habits are firmly ingrained in 
our verbal repertoire and will only change gradually. So repeated modeling by the thera- 
pist and exposure to using “and” is essential. 


Don't Buy into Your Thoughts 

Most of the previously introduced exercises aim to teach clients that they are not 
their thoughts, and they need not buy into what their mind tells them. Although it 
often seems to clients that thoughts are factual entities, they are, in fact, still just 
thoughts, even when those thoughts appear highly believable. Most of us have heard a 
variant of this truism during our childhood years in the form of “Sticks and stones may 
break my bones, but words will never hurt me.” Still, thoughts, evaluations, memories, 
and the like can hurt when we take them literally, in the sense of treating them as if they 
were the same as sticks and stones in the real world. Clients will likely buy into their 
thoughts from time to time. It means that clients buy into verbal representations of their 
experience and the world to such an extent that the content of thinking hides the pro- 
cess of thinking (Hayes & Wilson, 2003). 

A simple technique to help clients not to buy into their thoughts is to ask them to 
preface evaluative statements with I am having the thought that ... For example, when cli- 
ents say, “I will have a panic attack if I go out,” ask them to say out loud, “I am having the 
thought that I will have a panic attack if I go out.” Likewise, if a client says, “If I don’t 
learn to control my anxiety and worries, things are going to go downhill for me,” ask 
them to say out loud, “I am having the evaluation that if I don’t learn to control my anxiety 
and worries, things are going to go downhill for me.” Tell clients that you realize this 
sounds awkward. Yet, if they start describing their thoughts in this cumbersome way, it 
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will help them see a thought for what it is (just a thought). Even the most scary and 
intense thought is still just a thought. This technique helps clients create an important 
distance between themselves and their evaluations of themselves and their experience. 


Anxiety and Panic Are Also Just Words 

Recall that anxiety, fear, and panic are generally unpleasant emotional events and 
well within the range of normal human experience. It is how clients with anxiety disor- 
ders evaluate those emotional experiences that gets them into trouble. Such evalua- 
tions are heavily tangled up with language. This is how panic, fear, and anxiety can turn 
into “bad” events—not simply events—that need to be dealt with like other real-world 
experiences that can truly cause injury or pain (e.g., the sticks and stones). Ultimately, 
however, these evaluations are just words that, because of unique learning experiences, 
become fused with a variety of negative consequences and meaning. This sort of fusion 
tends to get clients with anxiety problems into trouble because it diminishes contact 
with the world as it is (not as we say it is) and is responded to needlessly when time and 
effort could be put to better use for events that are truly important and controllable. To 
undermine and weaken fusion, while illustrating that panic and anxiety are nothing 
more than words, Hayes, Strosahl, and Wilson (1999) suggest a very simple exercise 
called “milk, milk, milk.” We illustrate an adaptation of this exercise for panic and 
anxiety below. 


Therapist: | Can we do another simple exercise? Are you willing to do this? 
Client: Sure, I'll give it a shot. 


Therapist: | Okay. I’d like you to think of the word “milk.” Go ahead. Now, tell me 


what comes to mind. 
Client: Well, I picture a drink that is white, cool, satisfying, even creamy. 
Therapist: | Good. That’s right. Anything else? 


Client: Hmm. I also see it going well with peanut butter and jelly sandwiches, 
chocolate chip cookies, cereal ... but not with, say, orange juice. 


Therapist: Okay. So there is a lot more to milk than just the word. Thinking the word 
seems to bring about a variety of experiences for you, some of which have 
little to do with milk itself. 


Client: Actually, that happens a lot. I start thinking of something and then some- 
thing else pops us. 


Therapist: Well, let’s do a little exercise about that. I’d like you to say aloud “milk 
[pause 1 second], milk [pause 1 second], milk [pause 1 second]” and I will do 
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it with you. Ready? [Now, both therapist and client say “milk, milk, milk, 
milk,” pausing about 1 second between each word for twenty to thirty repeti- 
tions. Then, the therapist speeds up the repetitions faster and faster for another 
twenty or so repetitions until it is somewhat difficult for the therapist and client 
to say the word properly. Now ask the client to say “milk” again to see if any- 
thing has changed regarding the experience. Ask the client, “What happened to 
your experience of milk?”] 


Client: The other thoughts and sensations I had before when first thinking about 
milk are gone. I’d have to work a bit to get them back. 


Therapist. | What has happened here? The word “milk” once brought about lots of 
other related experiences for you. You could almost taste it. Now, it is just 
a word. It has sort of lost its punch. Are you willing to repeat this exercise 
with a thought or emotion that is bothersome to you? [After the client 
agrees and has come up with a word related to a barrier—for instance, panic, 
anxiety, worry, health, an obsession, or an aspect of pain or emotional 
trauma—repeat the exercise as before, substituting that word for the word 


“milk.” | 


The milk exercise is a simple way to illustrate how evaluative forms of activity can 
become diminished as we disrupt the natural tendency to hold onto the evaluations, 
meaning, and other relations that may be fused with language and problematic content, 
including emotions, thoughts, imagery, and the like. This exercise strips away those nor- 
mal functions associated with language, leaving only a word as it is, not as we say it is. 


Watching Thoughts Drift By 

When clients have a lot of difficulty taking an observer perspective in regard to 
their anxiety-related thoughts and worries, therapists can introduce two other mindful- 
ness and defusion exercises that can help clients see their thoughts as thoughts, which 
they can observe without having to change or struggle with their content. The exercise 
is about watching thoughts on leaves drifting downstream (Davis et al., 2000; Hayes, 
Strosahl, et al., 1999). If clients find themselves becoming distracted by thoughts and 
feelings, the basic task is to simply notice and acknowledge the presence of their 
thoughts and feelings with compassion and gentle curiosity and without trying to force 
them to go away. Below is a sample script. 


|. First, I would like to ask your permission to do another mindfulness 
exercise. Are you willing to go ahead with that? [Get clients’ permission 
and then move on.] 


Staying Committed to Valued Directions and Action 


Just get in a comfortable position in your chair. Sit upright with your feet 
flat on the floor, your arms and legs uncrossed, and your hands resting in 
your lap, palms up or down, whichever is more comfortable. Allow your 
eyes to close gently [pause 10 seconds]. 


Take a few moments to get in touch with the physical sensations in your 
body, especially the sensations of touch or pressure where your body 
makes contact with the chair or floor [pause 10 seconds]. 


It is okay for your mind to wander away to thoughts, worries, images, 
bodily sensations, or feelings. Notice these thoughts and feelings and 
acknowledge their presence. Just observe passively the flow of your 
thoughts, one after another, without trying to figure out their meaning 
or their relationship to one another. As best you can, bring an attitude 
of allowing and gentle acceptance to your experience. There is nothing 
to be fixed. Simply allow your experience to be your experience, without 
needing it to be other than what it is [pause 15 seconds]. 


Now, please imagine sitting next to a stream [pause 10 seconds]. As you 
gaze at the stream, you notice a number of leaves on the surface of the 
water. Keep looking at the leaves and watch them slowly drift down- 
stream from left to right [pause 15 seconds]. 


Now, when thoughts come along into your mind, put each one ona leaf, 
and observe as each leaf comes closer to you. Then watch it slowly mov- 
ing away from you, eventually drifting out of sight. Return to gazing at 
the stream, waiting for the next leaf to float by with a new thought 
[pause 10 seconds]. If one comes along, again, watch it come closer to 
you and then let it drift out of sight. Think whatever thoughts you think 
and allow them to flow freely on each leaf, one by one. Imagine your 
thoughts floating by like leaves down a stream [pause 15 seconds]. 


You can also allow yourself to take the perspective of the stream, just 
like in the chessboard exercise. Being the stream, you hold each of the 
leaves and notice the thought that each leaf carries as it sails by. You 
need not interfere with them—just let them flow and do what they do 
[pause 15 seconds]. 


Then, when you are ready, let go of those thoughts and gradually widen 
your attention to take in the sounds around you in this room [pause 10 
seconds]. Take a moment to make the intention to bring this sense of 
gentle allowing and self-acceptance into the present moment ... and 
when you are ready, slowly open your eyes. 
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Eliminating Safety Signals and Behaviors 


Safety signals and behaviors are important obstacles that keep clients off track, 
away from their goals, because they get in the way of processes that underlie corrective 
emotional learning (e.g., the extinction process, defusion). The function of safety 
behaviors such as seeking and giving reassurance, repeated checking, or being with a 
significant other is to ward off feared events. 

Common safety signals include specific people or objects that have come to 
acquire the property of making clients feel safe from anxiety, physical injury, or embar- 
rassment. Other examples include the presence of other people, water, money (to call 
for help), carrying a cell phone, empty or full medication bottles, a weapon, scanning for 
exit signs, looking for familiar landmarks when traveling, going out to run errands when 
the likelihood of finding many people is low (e.g., early morning or very late at night), or 
driving during the day and not at night. 

These behaviors are problematic because they are part of, and perpetuate, the old 
unworkable control agenda. They are, in a sense, part of the system that clients have 
used in varied, and often quite subtle forms, to keep their anxious thoughts and feelings 
at bay. For this reason, it is essential that therapists watch out for safety signals and 
behaviors during any of the in-session or home exercises. Specific examples of safety 
behavior and signals in the various anxiety disorders include: 


= = Social phobia: averting eye gaze; not saying anything controversial or con- 
frontational; being submissive; not appearing in any way out of the norm; 
never holding small objects for fear of shaking; using aids that prevent 
shaking, sweating, or blushing, such as wearing light clothing or braces; 
speaking quietly; diverting attention to others in the group; filling con- 
versation gaps; overpreparing for what to say; using extra makeup; being 
accompanied by someone else who can carry a conversation. 


B® Panic disorder: getting through situations as quickly as possible; keeping 
the mind preoccupied throughout activities; reassurance seeking; driv- 
ing in the far right lane only; driving very fast or very slow; driving only 
with a significant other present; preparing in advance to know exits, 
hospitals, or landmarks; staying near exits; carrying a cell phone, 
emergency phone numbers, paper bags to hyperventilate, or food 
(hypoglycemia); relying on other people, medications, or distractions. 


= GAD: obtaining as much information as possible before decision mak- 
ing; seeking reassurance; diverting decisions to others; avoiding de- 
mands and challenges; being overly early; preparing for every 
potentially negative event or outcome. 


= OCD: seeking reassurance from others; checking on safety of others; 
being overly clean; having wet wipes readily available. 


Staying Committed to Valued Directions and Action 235 


m= PTSD: hypervigilance or checking situations and people; carrying self- 
protective weapons; being with particular people or preferring to be 
alone. 


Identifying Safety Behaviors and Signals 

The first step is for clients and the therapist to work together to identify both sub- 
tle and obvious safety signals and behaviors. The therapist may observe clients during 
in-session exercises and activities and then ask clients whether they did anything in 
order to prevent catastrophic outcomes or make the situation less frightening. The 
therapist and client should compile a list of safety signals and behaviors and continually 
assess those domains, particularly as clients engage in exercises and activities in natu- 
ralistic contexts. It is not uncommon to find that clients utilize different safety signals 
and behaviors in different situations, or even several different safety signals and 
behaviors across similar situations (Taylor, 2000). 

Review with clients examples of their own particular safety signals, and discuss 
concrete ways of going through FEEL exercises and goal-related activities without 
them. Also review the client’s safety behaviors as they pertain to the FEEL exercises and 
chosen goal-related activities, and discuss ways of performing the task differently and 
without engaging in safety behavior. 


Increasing Psychological Flexibility and Developing Repertoire-Expanding Solutions 

From an ACT perspective, safety behaviors are really forms of experiential avoid- 
ance. They are used, sometimes consciously and sometimes automatically outside a per- 
son’s awareness, to minimize or avoid the dreaded events associated with 
anxiety-related problems. As with other struggle and anxiety control strategies, safety- 
guided behavior tends to get in the way of living a full, rich, and meaningful life. For this 
reason, it is important for clients to experience that their safety signals and behaviors 
are ineffective as a solution for their problems. It is essential that therapists let clients 
experience the functional role safety signals and behaviors play in maintaining their 
problem, including how they have actually constricted their ability to live a full and 
valued life. 

Conducting FEEL exercises and goal-related activities effectively means that cli- 
ents face fear-provoking situations while weaning themselves off safety signals. It means 
facing the situations in a direct and open manner, without crutches. Many of the behav- 
iors that have helped clients get through anxiety-provoking situations have ultimately 
not been helpful because they ended up trapping them and narrowing their options. By 
this point in therapy, many of these issues will be out on the table already. Yet clients 
will occasionally be reluctant to simply give up their tendency to use safety signals and 
behaviors and move the willingness thermostat up to its highest setting. 

For this reason, it is important to let clients experience how such behaviors con- 
tinuously get in the way of them living fully, richly, and without defense. This can be 
accomplished by doing mini in-session behavioral experiments that involve the client 
first engaging in an exposure FEEL exercise in the presence of a safety signal or while 
also engaging in a safety behavior, and then repeating the experiential exposure 
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exercise without the safety signals or behaviors (Taylor, 2000). When safety signals and 
behaviors show up, therapists can ask the client “How well has this worked for you?” 
and “What does your experience tell you about doing XYZ? Are such actions taking you 
closer to or further away from where you want to be with your life?” 

Therapists cannot promise what will happen to clients’ anxiety as they engage in 
repeated exposure exercises. What therapists can promise clients is that those exercises 
will add flexibility and new choices in a way that clients will not have experienced for a 
long time. This is the most important aspect of exposure—or what we call FEEL exer- 
cises—from an ACT perspective. Recall that the problem for a socially anxious person 
is not that they get anxious or avoidant when asked to join a group meeting. The prob- 
lem is that their repertoire has narrowed to avoidance only and it seems there is no 
other option available to them (Wilson & Murrell, 2004). The most important benefit 
of FEEL exercises is to broaden the client’s repertoire and make it more flexible with 
respect to the avoided events. When combined with mindfulness and experiential 
openness, exposure creates a context where clients make full contact with many life 
events as they are, and without acting to change the experience because of what they 
think the experience is or means. While avoidance remains an option, FEEL makes 
other options available, such as joining the meeting without saying a word and feeling 
anxious. This client may subsequently attend the meeting again and say one or two sen- 
tences and feel anxious. The week after that, the client may attend the meeting and 
pose a question and say one or two sentences and feel anxious. The anxiety level may 
not have changed much, but the client has added two more response options that were 
not there before. Eventually anxiety levels may also go down due to extinction pro- 
cesses. This would simply be a welcome by-product of the more important behavioral 
repertoire expansion. 


Problems with Values* 


A number of different obstacles may arise that are related to values and the 
achievement of goals. Let us briefly deal with some of the more common issues clients 
come up with. 


| Don't Have Any Values! 

Some clients will say that they don’t value anything. The reality, however, is that 
they do, in fact, have values. The problem is that they may feel too hopeless and afraid 
to express their values, or they may not have had the space to be in full contact with 
their values. Sometimes, caring hurts, especially if the value a client cares about has 
been a source of suffering. For instance, a client once told us, “I don’t value being part of 
a loving family because I don’t even know what a loving family is all about. Every time I 
try to reach out to a family member, they just push me away. My family is so 


Some of the material in this chapter has been adapted from our ACT workbook for anorexia 
(Heffner & Eifert, 2004). It shows how many of the issues coming up in the ACT treatment of 
one clinical problem are similar to issues in other clinical problems—and how the solutions are 
similar in both cases, too. 
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dysfunctional that there is no point in me even thinking about family values.” On the 
one hand, the client said that she does not value family. On the other hand, she men- 
tioned that she reaches out to her family (and cares!). To help her out of this apparent 
dilemma, we asked her to reframe the way she identified her values. Instead of asking 
herself, “Can I achieve this?” we recommended she ask herself, “Do I care about this?” 

Remember that values are different from goals, and they are not about achieving 
outcomes. The client was thinking in terms of goals and achievements. Values, in her 
view, were focused on outcomes: “If I care for my family, then they ought to reciprocate 
by showing caring for me.” It was difficult for her to see that she could value and live her 
life as a caring individual even when others might not do the same toward her. She was 
correct that there was no point in setting the impossible goal of having the most loving 
family in town. However, she could certainly keep her value of caring about her family, 
and behave in ways that support that value, even knowing that her family’s dysfunction 
might not yield the loving outcome she desired. 


Second-Guessing Values and Goals 

Some people complete the Valued Directions worksheet and easily identify what 
they care about. Their gut reaction is often, “Yes, I value parenting, friendship, com- 
muning with nature, and education.” Then they begin to doubt and question their val- 
ues. Do I have enough money? Do I have enough time? Am I too stupid to do this? 
What would my friends think if I chose this? With these worries, clients can literally 
second-guess themselves into behavioral paralysis, wondering if they truly hold their 
chosen values. We recommend using some of the defusion techniques described earlier 
to deal with these worries. Also remind clients that acceptance is about not judging 
their thoughts as “good” or “bad.” Actually, there is no such thing as a good value or a 
bad value. Values are what they are and should be judged relative to their workability 
for clients in their social context. Values are not decisions—they are choices that need 
not be justified or defended. Encourage clients to go with their gut reaction and choose 
without judging. To explain the concept of choosing, we use an example described by 
Eugene Herrigel in his book Zen in the Art of Archery (1953). He described how animals 
and infants reach for objects without hesitation. On the other hand, adults tend to eval- 
uate their choices, often hesitating before reaching for an object: “Do I really want to 
reach for that object?” All of us have much to learn from babies and animals in this 
regard. We and our clients can choose to act thoughtfully and without hesitation. Ask 
clients, “Will you step into this and stay committed to your valued direction and keep 
moving in that direction, no matter what your mind says?” 


Is It Really the Client's Value? 

At times, clients seem less than enthusiastic about their stated values. If that is the 
case, then examine whether the stated values and goals are really theirs and not the 
result of social pressure or wanting to please others. When people complete the Valued 
Directions worksheet, they sometimes choose values that sound socially appropriate or 
values that their loved ones expect of them. Be sure that the stated values are really their 
values, not values that society, friends, or family have imposed on them. Encourage 
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clients to ask themselves: Why am I doing this? Am I doing this for me or for someone 
else? Remind them that the pursuit of values is about discovering or rediscovering their 
own life. It is time to put themselves first! If they are familiar with air travel, they know 
the standard safety instruction: “When the oxygen masks come down, put your mask on 
first before attending to others” (Heffner & Eifert, 2004). 

We are not advocating that clients live their lives in a hedonistic, self-serving 
fashion with blinders that block how their chosen values affect people (including them- 
selves). For instance, if a client values travel and seeing the world and is a parent with a 
spouse and children to care for, it would likely not be a good thing for this client to sim- 
ply decide that from now on he is going to travel here and there whenever he can and 
for as long as he feels like it, without also considering the consequences of these actions 
on the family. In this situation, the client may feel a real tension between family values 
and other values, and these must be balanced. The same is true of most value-based 
decisions. Values do not occur in a vacuum. Values are not a one-at-a-time activity. 
They are situated in a stream of ongoing activity and multiple, competing value-based 
decisions that must be weighed. Clients can still be encouraged to put themselves first 
in the sense of living as a compassionate human being, which really is the crux of the 
matter. Values guided by good intention usually will not go wrong when the feet, hands, 
and mouth follow. 


Valued Living Ain't Easy 

Obviously, if valued living were easy, then we would all be living valued lives. Val- 
ued living is about ongoing commitment. It is a test of our integrity. Commitment 
means getting up after being knocked down. To face barriers as they come and as they 
are on the journey through life is true commitment. When clients report difficulty stay- 
ing on course, remind them that they are the driver of their life bus. They really are in 
control of their destination. Their hands and feet, not the words of the unruly and loud 
passengers, steer that bus. Ultimately thoughts are just words and words are just sounds. 
The passengers’ taunts are far less important compared with moving in a valued 
direction. 

Also, your clients may bring up the issue of risk. It is undoubtedly risky to make 
changes. Things can and sometimes do go wrong. Yet, it is often the case that the big- 
gest risk in life is not taking a risk at all. There are few outcomes in life that are certain. 
The future is, by definition, not knowable. Most choices involve risk for this very rea- 
son. Choosing to play it super safe is a surefire way to guarantee that nothing will 
change. Clients can count on that. And if nothing changes, they will definitely go where 
they were headed. Is that the place where their values are? Is that where they truly want 
to go? 


Traveling with Your Fears 


Clients need to travel with their anxieties, fears, and pain just as they do with their 
joys, hopes, dreams, and loves. This obviously is an enormous challenge for most anx- 
ious clients. When barriers come up, ask clients, “Are you 100 percent willing to go to 


Staying Committed to Valued Directions and Action 239 


the places that scare you so much that you do not live a valued life?” In the book Hope 
for the Flowers (1973), Trina Paulus writes, “How exactly does one become a butterfly? 
You must want to want so badly to fly that you are willing to give up being a caterpillar.” 
Ask clients whether they are ready to change and want to fly so badly that they are will- 
ing to do things they may have avoided doing for years. 

There is a Buddhist saying “If you don’t decide where you are going, you will end 
up where you are headed.” Values can prevent clients from heading toward a gloomy 
destination called “chronic and exhausting anxiety management.” This is where clients 
have spent a good deal of their time already. After completing the values exercises and 
LIFE forms for some weeks, many clients have probably begun to recognize the cost of 
managing their anxiety and may wonder if they will ever become the person they want 
to be. They may realize that every minute they spend managing their anxiety is a minute 
that they are not devoting to their values and life goals. It is natural to feel impatient 
about the change process. Remind clients that valued living is a process comprised of a 
series of small commitments over time. It is recognized by actions, and often only upon 
reflection, when all of these small moments are considered in hindsight. Then, and usu- 
ally only then, do we say, “Now there is a life lived well.” 

Therapists can occasionally remind clients that practicing FEEL exercises and 
life-goal activities with mindfulness is not about getting it right or attaining some ideal 
state. It is about helping them to stay present with themselves and continue on their 
path. For instance, when clients notice their response to anxiety-related thoughts get- 
ting in the way of what they wish to do, you may suggest coming back to the present 
moment using the “touch and let go” instruction. We touch thoughts by acknowledging 
them as thinking; we touch feelings by noticing them as feelings; we touch evaluations 
by noticing them as evaluations. We touch them lightly like we would touch a bubble 
with a feather so that we can let them go and continue with what we set out to do. In 
ACT, relaxation is not about relaxing muscles in your body. It is about relaxing our 
struggle and relaxing with ourselves. When clients notice intense feelings, the practice 
is to drop whatever story they are telling themselves and lean into the anxiety or fear 
and make space for it—just like in the finger trap exercise. This is what Chédrén (2001) 
calls “opening the fearful heart to the restlessness of our own energy” (p. 29). It is 
through this process that we learn to stay with and accept the experience of our 
emotional distress. 


6. Dealing with Setbacks Through Mindful Acceptance 
and Compassion 


No matter how often you remind clients to stay open to whatever arises, from time 
to time they are still going to use the techniques they have learned in this program as a 
way to suppress or escape from their emotions, thoughts, and painful memories. Reiter- 
ate some of the notions described in chapter 10 about how acceptance should not be 
abused as a clever way to fix anxiety. Remind clients that change is gradual and only 
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occurs when they remember, day by day, and every month of every year, to move toward 
their emotional discomfort with compassion for themselves and without condemning 
their experience. There is no point in beating up on themselves for not being perfect at 
acceptance and keeping commitments. Trying to fix themselves is neither necessary 
nor helpful because it implies struggle and self-denigration. Although self-improvement 
can have temporary results, lasting change occurs only when we honor ourselves by 
approaching our imperfections with kindness, compassion, and patience. It is only 
when we begin to relax with ourselves, instead of relaxing our body, that acceptance 
becomes a transformative process (Chédrén, 2001). It is change if we stop running from 
ourselves, our imperfections, and our setbacks. Accepting ourselves is changing 
ourselves. 

Tell clients that they cannot expect always to catch themselves spinning off into 
their old habitual patterns of evaluating and avoiding. When clients notice they are 
engaging in self-evaluative or catastrophic thinking, it is important they recognize such 
thinking without harshness and without putting themselves down for having such 
thoughts. As Chédrén (2001) puts it, staying with pain without loving-kindness for 
oneself is just warfare! That is why self-compassion and courage are vital. Ask clients to 
simply acknowledge thinking as thinking and return to the out breath during a mindful- 
ness exercise, or at any other time, and continue with what they were doing. The label 
“thinking” becomes a code word for seeing “just what is.” This activity is a move forward 
and an index of progress. “In essence, the practice is always the same: instead of falling 
prey to a chain reaction of self-hatred, we gradually learn to catch the emotional reac- 
tion and drop the story lines” (Chédrén, 2001, p. 33). 

Chédrén (2001) also has an intriguing way of describing emotions as a combina- 
tion of self-existing energy and thoughts, and she explains how we can use this energy in 
constructive ways. Emotions typically proliferate through our internal dialogue, that is, 
our evaluative thoughts. She reminds us that although we can label thoughts as “think- 
ing” when we notice them, there is something that remains below the thoughts. There is 
a vital pulsating energy to our emotional experience, and there is nothing wrong, noth- 
ing harmful about that underlying energy. Just as we have repeatedly indicated in this 
book, there is nothing disordered about anxiety per se. The practice is to stay with it, 
experience it, leave it as it is, and when possible put it to good use. So when emotional 
distress arises uninvited, ask clients to let the story line, their thoughts, go and connect 
directly with the energy. What remains is a felt experience, not a verbal commentary on 
what is happening. Ask clients to feel the energy in their bodies. If they can stay with it, 
neither acting it out nor suppressing it, it can wake them up and provide them with 
energy to do things that move them forward toward their goals. This is somewhat simi- 
lar to the amazingly large number of stage actors who never lose their “stage fright” and 
who typically use all the anticipatory anxiety and adrenaline as a source of energy for 
their subsequent acting. They do so because they will not sacrifice the acting they care 
about by quitting their career. So night after night they willingly go out on stage, do 
what they love to do, and take their anxiety with them. 
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7. Experiential Life Enhancement Exercises (Home) 


m Practice the Acceptance of Anxiety exercise for at least 20 minutes 
daily and complete the practice sheet after each practice 


m Practice FEEL exercises (interoceptive and/or imagery exercises) 
and/or Valued Life Goal Activities daily 


™ Keep track of FEEL practice and value-related activities by completing 
the Valued Life Goal Activities form each week and the Goal Achieve- 
ment Record 


E Continue monitoring anxiety and fear-related experiences using the 


LIFE form 


= Complete the Daily ACT Ratings form 


8. Preparing Clients for End of Treatment (Session | 2) 


Toward the end of treatment, it is essential to discuss relapse prevention and a 
plan for ongoing self-directed therapy using the strategies learned thus far. Monthly 
follow-up calls can be used to assess client progress and to minimize therapeutic set- 
backs, or what we think of as reverting to the old avoid and control agenda. 


Provide Treatment Summary 


In Session 12, therapists can help clients summarize the principles of this treat- 
ment program, what they have learned, and how it was learned. It is also important to 
revisit some of the most significant and frequent barriers that have come up and point 
out to clients that they will almost certainly continue to come up from time to time. 
Emphasize that clients have learned a great deal. They have made many changes. How 
clients are now approaching anxiety-related thoughts and feelings is different from their 
early tendency to run from them. Now, they are back in contact with their values and 
moving day by day on a path toward a valued life. A good way to illustrate a client’s 
progress is to pull out some of the earlier LIFE forms and the Goal Achievement Record 
and ask them to compare where they were and where they are now. Do they see a differ- 
ence? Have they allowed themselves to experience a difference? 

There are numerous ways clients can maintain their process and learning. Here 
are two of them that you can discuss with your clients: One way is to continue to practice 
mindfulness and acceptance exercises. Encourage clients not to limit such exercises to 
anxiety-related situations. Mindfulness and acceptance are much bigger than anxiety. 
The second strategy involves continuing to set short-term goals for each week in the post-treat- 
ment period. Clients can make commitments to themselves to make progress in an area 
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that is important to them and then monitor their progress in the same way they have 
done during treatment. 


Prepare for Relapse and Setbacks 


Therapists need to discuss the likelihood of experiencing a relapse. In an ACT 
program, relapse is a setback in a person’s attempt to continue on their chosen path. 
Such setbacks are periodic failures to live up to or keep valued commitments. It is a 
return back to the old unworkable avoid and control agenda that landed clients in ther- 
apy in the first place. Informing clients to expect setbacks teaches them that 
recommitting to valued action after a setback is the key to getting back on track. These 
lapses or setbacks may be experienced as flare-ups of anxious symptoms that clients 
respond to with struggle, unwillingness and control efforts, or the reinstatement of 
safety signals or avoidance. How clients handle such setbacks is very important. Clients 
may quickly evaluate themselves as complete failures and use this evaluation to justify 
stopping all efforts at moving closer to their goals. In such cases, what is really happen- 
ing is that clients are experiencing what it is like to be fully human. Our values do not 
ordinarily change because we fail to act consistently with them. Encourage clients to 
deal with self-deprecating thoughts with self-compassion and mindful acceptance, 
treating them as just another example of unruly passengers on their life bus. Their 
choice is to continue steering the bus in the direction that they truly want rather than 
where those passengers might tell them to go. 


Identify High-Risk Situations 


Relapse prevention is also about thinking ahead, during periods of success, to how 
clients might handle more difficult times. High-risk situations are events, thoughts, 
behaviors, and emotional reactions that increase the potential for lapsing into the old 
avoid and control agenda. Potential situations also include negative emotional states, 
interpersonal conflict, and social pressure, and life stress more generally. Continued 
practice of mindful acceptance can defuse such events from serving as relapse triggers, 
but they cannot and are not meant to prevent the actual experience of such events. The 
events can and will happen as clients expand their lives. What we want to do here is to 
ready clients to not give in to such events and to welcome them, always with an eye on 
living fully and moving in the direction of what they care about. 

Therapists can assist clients with generating a list of high-risk situations and strat- 
egies to approach them. A good starting point is to revisit any previous setbacks a client 
has experienced during therapy and how they dealt with them. The aim of this exercise 
is to increase a client’s awareness of the factors that contribute to setbacks and to pre- 
pare them for dealing with setbacks using what they learned so far. 

A client may not recognize a relapse has taken place until they experience a full 
flare-up of anxiety or panic and find themselves in the middle of attempting to control 
or manage it. At that time, the client should engage in the mindful observing practices 
that they learned during FEEL exercises. In fact, typically such flare-ups are just 
another FEEL exercise waiting to be experienced. Therapists can emphasize that the 
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client now has the skills to move through those events or situations. Ultimately, every 
situation is part of the totality of human experience and is time-limited. Therapy has 
given clients new strategies for living with such events and others that may come. The 
client’s perception of their ability to handle situations is crucial to continued improve- 
ment beyond therapy. Remind clients of their prior accomplishments by referring back 
to the Goal Achievement Record. Reviewing the Goal Achievement Record is a useful 
strategy during good times to stay on track, and it is useful and important during 
setbacks to maintain perspective. 
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GOAL ACHIEVEMENT RECORD 


Life Enhancement Exercise Record Form 


First state the name of the goal (use a separate record form for each major goal). On 
the next line, record the date on which you have set your goal and committed to it. Use 
the following lines in the left column to record the activities (mini-goals) necessary to 
achieve the larger goal. In the middle column, always record the date you made a com- 
mitment to doing an activity. In the right column, always record the date you com- 
pleted the activity. Once you have reached the larger goal stated at the top, you can 
also record the date you achieved it. 


Name of Goal: 


Date Committed to Goal: Date Goal Achieved: 


Activities Date Committed Date Completed 


CHAPTER 12 


Practical Challenges and 
Future Directions 


Carefully watch your thoughts, for they become your words. Manage and 
watch your words, for they will become your actions. Consider and judge your 
actions, for they have become your habits. Acknowledge and watch your habits, 
for they shall become your values. Understand and embrace your values, for 
they become your destiny. 


—Mahatma Gandhi 


THE ROAD AHEAD 


The psychotherapy scene is flooded with books promising new and “better” approaches 
to alleviate human suffering. We simply cannot promise you that an ACT approach 
applied to persons suffering from anxiety disorders will turn out to be better or more use- 
ful than other well-established approaches. It may. It may not. Only time will tell. What 
we can be relatively sure of is that ACT will change over time because of its coherent 
philosophical foundation, intriguing treatment technology, and rapidly evolving 
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empirical base. Such changes, we hope, will move us closer to alleviating a wider range 
of human suffering. 

This somewhat humble way to open the closing chapter of this book is meant to 
serve a function. Most of us genuinely wish to leave the world a better place than we 
found it. In a therapy context, this value usually translates into therapeutic actions that 
are designed to help our clients live better long after therapy has ended. This is the real 
legacy of our actions as therapists and what we usually mean when we talk about “good 
therapeutic outcomes.” When a new treatment technology is disseminated in a practi- 
cal form, as we have tried to do here, there is a risk that the approach and related tech- 
nology may be held too tightly. This, we believe, would be a mistake. Throughout the 
book we have laid out the conceptual and practical foundation for using ACT with anx- 
ious clients. This book is not meant to be the way to do ACT with anxious persons. 
Rather, we hope you will use the material in a spirit of openness, creativity, flexibility, 
genuineness, curiosity, humility, sharing, respect, and investigative play. This is the 
spirit that guided us in writing this book and a posture that we believe is necessary when 
using ACT—or any psychotherapy approach—with other suffering human beings. We 
also recognize that there is more work to be done and that we still have a long way to go. 
There are no psychotherapies that are wholly curative. The same is true of ACT. Thus, 
it seems fitting and appropriate to explore some practical challenges that you may 
encounter when using ACT with your anxious clients, and where we see the third- 
generation behavior therapies headed in the years to come. 


PRACTICAL CHALLENGES IN CONDUCTING ACT 


We have said that ACT is a treatment approach, not merely a treatment technology. It 
flows naturally from a conceptualization of human suffering that underscores language 
traps and blind alleys, and unworkable self-regulation processes, and how these get in 
the way of living fully and meaningfully. It entails a therapeutic stance and a range of 
concepts that have been acknowledged and embraced by less behavioral schools of psy- 
chotherapy for some time. Some of you will find comfort in the ACT approach and tech- 
nology because it fits your own training and experience. Others of you may find ACT 
hard to swallow. This is understandable given that many of us were trained in the tradi- 
tion of “eliminating symptoms of disorders.” Yet, we do not wish the ACT model to be a 
barrier for you or your clients. 


The Approach Is Counterintuitive 


The ACT approach is counterintuitive and goes against the grain of what most of 
us have learned needs to be done and ought to be done to alleviate human suffering, 
particularly in the West. Many (not all) of your anxious clients will also find the 
approach at odds with what they have come to expect from psychotherapy. That is, 
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therapy is about alleviating suffering by focusing on the unwanted experiences. For anx- 
ious persons, suffering occurs because they typically focus on content (i.e., thoughts, 
feelings, physical sensations, and behavioral tendencies) that is undesired and the situa- 
tions that may occasion such experiences. ACT, as we have seen, turns this view on its 
head by focusing on what people do about their pain, and how that doing creates suffer- 
ing by getting in the way of living. Hence, the aim of ACT is not to fix people, because 
they are not broken, but to break them loose. 

The counterintuitive nature of the treatment is, in part, what makes it effective. 
Yet, this feature can also be a real obstacle as you work to use ACT effectively with your 
clients. Remember that you are in the same soup as your clients. You have played the 
language game yourself when it comes to your own suffering. You have likely sought out 
solutions that resemble those tried by your anxious clients. Some of these probably 
include strategies to manage and control your own suffering. You also have likely 
received professional training and experiences that may have played into this very sys- 
tem. As a consequence, you may find yourself modeling nonacceptance by slipping back 
into control and symptom-focused kinds of talk, or by selectively suggesting that nega- 
tively evaluated experiences be reduced in the service of promoting more socially desir- 
able experiences. You may even delve into the past history of your clients in an effort to 
achieve insight into the reasons for their problems, or find yourself wanting to offer 
solutions, explanations, and the like that would remove the discomfort your clients may 
be experiencing—and some of your own discomfort by extension. These and other 
actions are precisely what most anxious clients have been doing before coming into 
therapy. ACT is not about doing more of the same. 

This is why it is so important to get your head and heart around the ACT model in 
your own life and in your professional role as a therapist. Acceptance is not something 
that can be instructed or faked. Nonacceptance may emerge in you and your clients in 
subtle forms during the course of therapy. When left unchecked, a lack of acceptance 
on your part can set up expectations about therapy that can be difficult to undo. As we 
have said, nonacceptance tends to play into the social-verbal system (i.e., rules, rea- 
sons, justifications, evaluations, avoidance, control) that an ACT approach is trying to 
help clients break loose from. This is why the counterintuitive nature of the treatment 
is so compelling. It functions to weaken verbal-cognitive forms of control, so as to make 
room for actions that are more flexible, less evaluative, and more experientially based. 
There is no magic to this. No smoke. No mirrors. It is what it is. As you struggle with the 
background material and its application in therapy, play with it and use it in your own 
life and in your clinical work. We think that you find ACT more experientially intuitive 
when you do so. 


Handling Client Resistance 


Resistance is ubiquitous in psychotherapy and everyday life. Virtually all psycho- 
therapists have experienced client resistance in one form or another. All human beings 
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have resisted some aspect of their experience. Though resistance can take several 
forms, it usually involves a fundamental dialectic between knowing what we should or 
should not do while at the same time not being able to do or not do it for reasons we 
often do not understand. Sometimes we cannot even see those reasons clearly. In ACT 
terms, resistance is fundamentally about verbal behavior getting in the way of effective 
action. It is a natural process of change and growth and a process that can keep people 
stuck. At the core, it is about taking charge of one’s own life and living it! 


Resistance to Action and Response-ability 


Anxious persons tend to show up in therapy with quite a bit of resistance under 
their belts. At some level, they know what they should be doing with their lives, but 
cannot seem to get going and doing. They are on autopilot, listening and responding to 
what the mind says “is” or “ought” to be. The anxiety monster rules the roost. Anxiety 
News Radio is broadcasting 24/7, repeating again and again old habitual patterns of 
relating with oneself and the world. The old programming is in place, and behavioral 
tendencies follow automatically. There is little room for response-ability in this system, 
because the system runs the show. It is never challenged directly for what it is. Actions 
that run counter to this system, in turn, do not fit the programming. They are met with 
resistance. There is no room on Anxiety News Radio for doing something new. Nothing 
changes. Nothing needs to change. 

The very act of coming into therapy challenges this system by providing an alter- 
native to it. Yet, so long as the system remains in place, therapeutic efforts that chal- 
lenge the system directly are met with more resistance, not less. This is why ACT goes 
after the system first, and hence the problem of resistance to change. All of the proce- 
dures contained in this book are about undermining subtle and at times obvious forms 
of client resistance (e.g., unwillingness, experiential avoidance, cognitive fusion) by fos- 
tering psychological flexibility, experiential openness, responsibility, and value-guided 
actions. Metaphors and experiential exercises weaken forms of resistance, in part, 
because they challenge the programming. We encourage clients to turn off Anxiety 
News Radio and tune in to Just So Radio instead. The anxiety monster need not be fed. 
Clients can be response-able and do what matters most to them. The bus can head 
north even while the mind is broadcasting, “Go south or else!” To get there, however, 
clients need to open up to the possibility that the programming is simply the program- 
ming. It will always be there. Clients can feed into the programming with more of the 
same, or choose not to buy into it by doing something different with their hands and 
feet. This is a moment of choice, personal response-ability, and courage, and quite often 
a turning point in therapy. It emerges once clients make contact with how they have 
lived up to this point and how they wish to live now and into the future. 
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Being with Noncompliance 


One of the most common forms of resistance occurs when clients fail to complete 
a task they committed to doing. When that happens, therapists need to examine what 
got in the way of task completion and move through barriers to valued action using 
some of the strategies described in the previous chapter. In the process, therapists 
should attend to the possibility that the task was not clearly linked to client values or 
that the client fails to see the connection. It is important to note that noncompliance is 
not failure. Therapists should refrain from pressuring or threatening clients with state- 
ments such as, “If you don’t keep your commitments, then things are not going to 
change much.” Such statements are coercive and do not work. They model self- 
denigration. Instead of resorting to social pressure, confrontation, or interpretations of 
“resistance,” this is a time for therapists to model acceptance and compassion: 


No matter how carefully the stage is set for the client to choose valued 
actions, it is a choice only the client can make. Choosing not to go forward 
with a plan is a legitimate choice, as long as it is actually a choice. The gen- 
tlest [and most compassionate] way to work with a client in such circum- 
stances is to completely validate the client and the dilemma he or she is 
facing. The therapist might say, “If this were my life and I were seeing the 


consequences you are seeing, I could well imagine myself choosing not to go 
forward.” (Hayes, Strosahl, & Wilson, 1999, p. 260) 


As indicated earlier, the commitment is to do it and mean it 100 percent. The 
commitment is not that the client will never break it. What is important is that when 
clients do break a commitment, they recommit, mean it, and get back on their chosen 
path. 


Resistance Is About Choice, Growth, and Change 


Forms of resistance, including noncompliance, are neither good nor bad. They are 
what they are, and they reflect where the client may be with you as a person and with 
aspects of themselves. Resistance can be defused from, embraced, and experienced for 
its workability in the context of client goals and values. This is a critical point. When 
resistance emerges, evaluate whether you are operating from an equal stance with the 
client. Ask, who is setting the agenda here? Are you, as a therapist and another human 
being, operating in the role of bus driver? Are you setting the agenda for your client, or 
are they setting the agenda? Resistance cannot be overcome by therapeutic efforts to 
push the client harder, to set their goals, to make their choices. Pushing in this way typi- 
cally will guarantee more resistance, not less. You can let them experience what hasn’t 
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worked and that there is a different radio station out there they can choose to tune into. 
Change is a choice only clients can make. 

The same is true of resistance. For instance, most anxious clients are showing up 
for therapy in an effort to get help. The therapist, in turn, is there to help, and yet the 
client is resisting those helping efforts. In this sense, resistance seems to run counter to 
what therapists and clients are there for: to provide help and to receive help. Yet, this 
state of affairs is also a potential trap, for it places the therapist in the role of giver and 
the client in the role of receiver. Resistance emerges naturally from this relationship, 
particularly if one does not wish to take what is being offered. 

Instead we suggest to keep the focus on how resistance is working for the client in 
the therapeutic moment. Is resistance just another barrier to valued living in disguise? Is 
resistance moving the client north or south? Be mindful that resistance is a process of 
change and growth, not an outcome. It is not about comfort or being comfortable. It is 
about confronting the familiar—the programming—and doing something different, per- 
haps even radically different. This view is nicely illustrated in the following Zen poem. 


“Go to the edge,” the voice said. 
“No!” they said. “We will fall.” 
“Go to the edge,” the voice said. 
“No!” they said. “We will be pushed over.” 

“Go to the edge,” the voice said. 

So they went 

and they were pushed 
and they flew. 


—Anonymous 


Jan Luckingham Fable (1998) described progress through resistance as an “Oops! 
I did it again,” “Oops! I did it again,” “Oops! I almost did it again” stage in a person’s 
movement toward awareness and acceptance. The “Oops! I almost did it again” stage is 
the beginning of action and change, where resistance is transformed into willingness 
and movement north. This is the difficult part and why, even after we know and accept, 
we sometimes slip up and slip back. That is, acceptance and change may not occur in 
lockstep. Even with acceptance on board, there are times when we slip, fall, fail to keep 
commitments, and get caught up in self-doubt and don’t do what we intend to do. 


Dealing with Medication Management 
and Discontinuation 


You will likely find that many anxious clients have used, or are currently taking, 
some form of anxiolytic or antidepressant medication. Indeed, clients often turn to 
medications as a first-line treatment for anxiety, guided by the view that reduction in 
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symptoms will restore health and life functioning much like aspirin may alleviate a 
headache. Numerous medications (e.g., benzodiazapines, tricyclic antidepressants, 
SSRIs), in turn, are effective in reducing symptoms associated with anxiety disorders 
(Van Ameringen, Mancini, Oakman, & Farvolden, 2000). Yet, most clients do not 
wish to be on medications, largely because of their unpleasant side effects. Others, how- 
ever, eventually make contact with the simple truth that life restoration does not neces- 
sarily follow from symptom reduction. They are right. There is no “life” pill that we 
know of. Your clients probably sense this too. Otherwise, they would not be in the room 
with you. 


Medications Only Go So Far 


We are learning from large-scale clinical trials that medications for anxiety typi- 
cally result in faster symptom relief relative to psychotherapy. Yet, medications are not 
curative in the long term and are quite often associated with higher rates of relapse rela- 
tive to psychotherapy. For instance, CBT for panic disorder by itself generally outper- 
forms medications (i.e., imipramine) in the long term, but not in the short term 
(Barlow, Gorman, Shear, & Woods, 2000; see also Boyer, 1995; Clum, Clum, & Surls, 
1993; Cox, Endler, Lee, & Swinson, 1992). Similar patterns have been observed with 
social phobia (Heimberg et al., 1994; Turner, Beidel, & Jacob, 1994); though with 
obsessive-compulsive disorder and generalized anxiety disorder, the tendency is for 
combined treatments to result in better long-term treatment gains relative to CBT or 
SSRIs alone (Cottraux et al., 1995; Kasvikis & Marks, 1988; Power, Simpson, Swanson, 
& Wallace, 1990). Data regarding the efficacy of combined treatments for PTSD are 
still too limited to draw any meaningful conclusions. Nonetheless, findings from such 
studies are converging on one simple conclusion, namely, that psychotherapy and life 
change alone result in the best long-term outcome for most anxiety disorders compared 
to medications alone or medications combined with psychotherapy. 


Medications in the Context of ACT 


There is nothing particularly problematic about medication use in the context of 
ACT for anxiety disorders. Past and present medication use would normally be 
addressed early on in the therapy process. For instance, in the context of fostering cre- 
ative hopelessness, you will want to carefully evaluate why your client is taking anxio- 
lytic medications. Is the client relying on medications so as to not experience anxiety? If 
so, this ought to be addressed experientially in the context of acceptance and mindful- 
ness activities. One might anticipate, for example, that a client who routinely relies on 
benzodiazapines for anxiety or panic might be less inclined to do so as they become 
more willing to experience anxiety for what it is, not for what they say it is. 

On the other hand, medication use may actually interfere with ACT-relevant 
treatment processes. Think about it this way: Most antianxiety medications diminish 
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the frequency, intensity, and duration of problematic content associated with anxiety 
disorders. This is precisely the outcome that clients want (“My control efforts are finally 
working!”). This is problematic from an ACT perspective because it creates the illusion 
that we can successfully control our internal world if we only try hard enough. Most 
research studies, as we described in chapter 4, suggest the exact opposite to be the case. 
Remember that ACT is about making contact with problematic content, fully and with- 
out defense. As anxiolytic medications function to diminish full contact with problem- 
atic content, there is the real risk that clients may not derive maximum benefit from the 
treatment. They cannot fully make contact with the problematic content so long as 
medications change the properties of that content! FEEL exposure exercises that would 
normally evoke difficult content cannot possibly do so under such circumstances. This 
may, in turn, contribute to therapeutic setbacks or relapse following medication discon- 
tinuation. At present, we simply do not have any firm evidence to guide us here in rec- 
ommending how best to address medication use in the context of ACT for anxiety 
disorders. Again, judging by the emerging data on the efficacy of combined treatments 
for anxiety disorders, our suggestion would be to help move clients in the direction of 
change that relies on their efforts in therapy, not temporary symptom relief that may be 
found by taking a pill. 


Maintenance of Treatment Gains in a 
Nonaccepting World 


This is perhaps the most important practical challenge you will face in using an 
ACT approach with your clients. They must live in a world where managing difficult 
psychological and experiential content is front and center stage. They must live in a 
world that largely devalues acceptance, mindfulness, openness, genuineness, experien- 
tial forms of knowing, and value-guided action. This context, in turn, runs counter to 
what you and your client have been trying to accomplish in therapy. The risk, therefore, 
for relapse or setbacks is quite real. Yet, that risk can be handled and addressed in a 
straightforward fashion prior to therapy termination. 


Relapse and Value-Guided Action 


Treatment gains are more likely to be maintained when clients set their eyes 
squarely on valued living and commit daily to living consistently with those chosen val- 
ues. Obviously, this is easier said than done. Clients ought to expect a full range of psy- 
chological content to show up in their daily lives. The critical issue for clients is not to 
get caught up in the trap of letting that content get in the way of movements, however 
small, in the direction of their values. Relapse is not about a return of symptoms or diffi- 
cult content. Rather it is about a return to old ways of responding to problematic con- 
tent so as to not have it. In other words, relapse is about getting caught up in the 
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experiential avoidance loop we discussed in chapter 4. The natural tendency, once in 
such a loop, is to fall into old habits and get stuck going round and round. Yet, this need 
not be the outcome. 


Valued Living Is Not an All-or-None Affair 


Valued living is not an all-or-none affair; it’s not something that you either do or 
don’t do (Hayes, Strosahl, & Wilson, 1999). It is not something that you gain or lose. 
Values may be hidden from view, but they are always there. Values also may change, but 
they do not go away simply because one fails to live consistently by them. North is north 
regardless of where you are. Values will be there long after therapy has ended. 

Even the best parents in the world occasionally get tripped up and behave in ways 
that do not reflect the value of good parenting. In such cases, persons who value 
parenting do what is necessary to get back on track because being a good parent mat- 
ters. Remember, values are directions with no clear end point. They may change over 
time. This is fine. What is not okay is when relapse gives the appearance that values 
have changed when they have not. Typically, what has changed is confidence in one’s 
ability to live out those values, not the actual values. In such cases, therapists can sim- 
ply return to the Life Compass described in chapter 9. By recalling the Life Compass and 
bus driver exercise, ask clients to consider the following: 


Imagine driving your life bus headed north toward your Value Mountain [pick a 
client value here]. Along the way, you realize that you must have taken a wrong 
turn and now find yourself about one hour out of your way, headed south. What 
do you do? What does your mind tell you that you should do? You are, in a 
sense, lost, but not directionless. Is there anything that would prevent you from 
turning the bus around and heading north toward the mountain? If getting to the 
mountain is important to you, then what you need to do is stay in the driver’s 
seat of the bus and keep on driving north toward the mountain. Now, let’s 
suppose that I throw in some of those anxious thoughts and feelings that your 
mind and body will kindly dish out once in a while. Remember, they are the 
passengers that are in the bus with you. As you get on the road to Value 
Mountain, they creep in and scream, “Pay attention to us, turn around, go back, 
you can’t drive to Value Mountain with us ... We are more important ... Spend 
time with us ... Don’t go there! ... Take that detour ... It is safer, easier ... It 
will make you feel better.” What will you do? Stopping won't get you to the 
mountain, and neither will the detour. Only you and you alone can take yourself 
there—and you have no choice but to take all of you with you. 


The point of going back to the bus driver metaphor is to illustrate that relapse is 
fundamentally about choice and action. It represents the reality that, every once in a 
while, each of us fails to live consistently with our values. Yet, every day requires a 
renewed commitment to take actions that move us in life directions that we care about. 
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Relapse is not about a return of anxiety, fear, or any of anumber of possible human sen- 
sations that are part of living. Relapse is about not committing to small actions that 
make life worthwhile and meaningful. It is about not living! This is why we have empha- 
sized values repeatedly throughout this book. 


Use Booster Sessions to Foster Client Autonomy 
and Growth 


A sensible way to evaluate therapeutic progress is to gradually taper the number of 
client visits over time. Hayes, Strosahl, and Wilson (1999) refer to these as “field exper- 
iments” in that they allow you to evaluate how well your client is doing without regular 
therapy as a support. They are also helpful in determining whether the termination 
point in therapy was adequate. A good rule of thumb here is to move from weekly to 
monthly to quarterly booster visits. Although we have written this book as a twelve-ses- 
sion weekly program, the total number of sessions and how you space the final sessions 
should be kept flexible. The content of the booster sessions will vary depending on the 
unique circumstances of your client. Normally, you will want to review the client’s 
efforts in moving in the direction of chosen values and address weak points where expe- 
riential avoidance tends to show up and how it may continue to get your client off track. 
More generally, you should reinforce some of the concepts discussed over the course of 
therapy. Remember that we are looking to foster the growth and development of fully 
functioning human beings. This is a process that will take a lifetime, considerable effort, 
and commitment. It does not end when therapy ends. Therapy can only help clients 
take the first steps in this process that must continue after therapy has ended. 


What About Anxiety Reduction? 


As indicated throughout the book, anxiety is likely to go down as clients start 
engaging in FEEL exercises and goal-related activities. For mere anxiety-reduction pur- 
poses, it does not matter whether a man with agoraphobic avoidance drives in his car for 
one hour in the context of a naturalistic exposure exercise to extinguish fear and to cor- 
rect catastrophic thoughts about driving, or whether he drives one hour to a job center 
to get information on a training program in the context of pursuing a chosen 
value-guided goal. The principle of extinction will work regardless of the reasons why 
clients engage in previously avoided activities. Interestingly, in the context of valued 
activities, extinction may work on more than just the conditioned fear response. Previ- 
ous avoidance behavior may have been set off by a rule (“To get a job, I must first get my 
anxiety under control”) or evaluation (“I can’t drive because I have too much anxi- 
ety”). If the client’s current behavior proves that rule and evaluation to be ineffective 
with respect to a chosen value, the relation between the ineffective rule or evaluation 
and the avoidance behavior that used to follow it is weakened. Moreover, an interesting 
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study by Bach and Hayes (2002) with psychotic individuals has shown that the believ- 
ability of unwanted cognitions (hallucinations and delusions) went down drastically 
with ACT compared to treatment as usual (TAU). Interestingly, the frequency of 
unwanted cognitions also went down with ACT but less than in the TAU group. How- 
ever, ACT patients were 50 percent less likely to be rehospitalized compared to TAU 
patients. 

We have deemphasized anxiety reduction as a treatment goal because it puts the 
old control agenda right back on the table. When therapists hold out anxiety reduction 
as a promise in even subtle ways, they may reinforce old experiential avoidance tenden- 
cies and undermine the ACT process. Nonetheless, therapists need to be sensitive to 
the goals of clients, which may still include anxiety relief (see also our discussion in 
chapter 6, Session 1). It may no longer be the only goal for clients, and perhaps no lon- 
ger the most important one, but some clients will hold on to it at least to some degree. 
As therapists, we need to respect and accept that. There are no dogmas in ACT. It is 
not necessary for clients to buy into ACT 100 percent. If clients give up the old avoid- 
ance agenda and embark and stay on their path to valued goals, they are on the right 
track, regardless of whether they occasionally still dream of and wish for an anxiety-free 
life. So instead of categorically declaring that anxiety control and reduction is not a 
treatment goal, we recommend that therapists consistently frame therapy as an oppor- 
tunity for clients to learn new ways of moving with anxiety on their way to doing what 
matters to them rather than allowing anxiety or the goal of anxiety reduction to be an 
obstacle. FEEL exercises and other goal-related activities are opportunities for clients to 
learn and practice new and more flexible ways of responding when they experience anx- 
iety. We prefer simply to leave the question of anxiety reduction open; the client’s 
experience will eventually provide the answer. 


PRACTICAL INTEGRATION OF ACT WITHIN 
TRADITIONAL FORMS OF CBT 


ACT is very much part of the behavior therapy tradition. It is not a movement to under- 
mine that tradition. ACT brings into the behavior therapy movement a radically differ- 
ent model of psychological health and human suffering. In so doing, it places the 
therapeutic prize clearly in focus: namely, promotion of human value, growth, and dig- 
nity. It normalizes human suffering and redirects clinical attention on feeling well 
because of living well, not feeling well so as to live well. 


How Far Are We Going to Go? 


The treatment agenda we have outlined is radically different from the typical 
mainstream cognitive behavioral therapies for anxiety disorders. We have tried to make 
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it ACT consistent as much as possible. Yet, we also recognize that we are treading on 
new territory and that ACT is still very much under development. Still, we do think 
that we are on to something that is worthwhile and important. A rapidly growing group 
of behavior therapists seems to think so too (Hayes, Follette, et al., 2004). 

ACT and other third-wave behavior therapies are challenging the symptom- and 
syndrome-focused change agenda that has come to characterize behavior therapy as 
much as it has psychiatry. This shift in focus emphasizes broadband functional out- 
comes and process-oriented changes that are clinically meaningful and life altering. 
Acceptance is one such process. Contextualizing therapy in the service of value-guided 
actions is another development that is quite different from the tendency to focus on 
altering thoughts and feelings as a means to a life and at times as an end unto itself. 
Though this movement is making its way into several domains of empirical practice, it 
still remains unclear just how far researchers and clinicians are willing to go with it. 
Some researchers and clinicians will no doubt see the revival of interest in nontradi- 
tional concepts like acceptance, mindfulness, values, choice, spirituality, commitment, 
meaning, and purpose as passing fads. This is a real possibility. Yet, we believe it is 
unlikely for several reasons. 


ACT Is Moving Forward on Several Fronts 


First, ACT has a solid empirical base focused on the very nature of human lan- 
guage and cognition. It is built upon solid behavioral principles that flow from, and are 
in some sense guided by, a coherent philosophical and theoretical foundation (i.e., 
functional contextualism and relational frame theory; Hayes et al., 2001, 1994). This 
bottom-up approach was precisely the recipe that paved the way for many of the early 
and continuing successes of first-wave behavior therapy. In fact, treatments that fol- 
lowed this formula, such as exposure therapies for anxiety problems, have been enor- 
mously successful and have showed staying power (Barlow, 2002). 

Second, the philosophical, theoretical, and empirical strands of ACT are highly 
integrated, and have yielded an applied technology that flows naturally from them. 
Applied process and outcome research on ACT is moving forward at a rapid clip, and 
therapeutic developments are closely tied with advances in the basic and conceptual 
branch of acceptance research (Hayes, 2004a). This again is highly unusual, but advan- 
tageous for the empirical base of ACT. It protects from the kind of faddish trends in psy- 
chotherapy that often attract many followers, but yield few lasting good outcomes. 

Third, it is becoming increasingly clear that the worldwide ACT research and 
applied community are a generally kind and sharing bunch. There is a high level of com- 
munication among its growing members, and a real sense of common vision and pur- 
pose. All share a commitment to advancing an understanding of why humans suffer and 
the promotion of psychological health. This model of health, as should now be clear, 
stands in stark contrast to most Western views of health, happiness, and syndrome- 
based criteria used to judge psychological suffering and therapeutic success. The group 
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as a whole is vital, energetic, and eschews dogma. There are many researchers and clini- 
cians who are working to push ACT to its limits. They are willing to be wrong, just as we 
are, and do not hold to any particular hidden agenda. This level of communication truly 
stands to help advance the integration of science and practice in a manner that is 
relatively uncommon and much needed. 

Finally, ACT is behavior therapy. Although ACT has borrowed and integrates 
techniques from a variety of Western and Eastern schools of psychotherapy, ACT is 
firmly rooted in psychological science at both the conceptual and practical levels. At a 
conceptual level, ACT heavily draws on and is derived from new developments in the 
behavior analysis of verbal and other behavior (for a detailed account, see Hayes et al., 
2001). At a practical level, ACT focuses on experiential learning and value-related 
behavioral change and activation—the hallmarks of good behavior therapy practice. 
ACT has been developed with the same dedication to rigor and empirical evaluation 
that has been characteristic of behavior therapy at large and continues to be one of the 
main reasons for behavior therapy’s remarkable success, growth, and impact. We are 
optimistic that these roots and strengths, along with a growing empirical support base, 
provide a unique and solid foundation for the advancement and further growth of ACT 
at a rapid pace. 


THE FUTURE 


The future of third-generation behavior therapies, such as ACT, will depend on their 
practical utility. ACT is not an easy treatment to learn, let alone apply. The evidentiary 
base of ACT is growing, but still sparse compared with well-established CBT for anxiety 
disorders. We recognize that this presents a challenge and an opportunity. 


The Empirical Base Is Growing 


The staying power of ACT will depend on whether it yields outcomes that thera- 
pists and clients consider worthwhile. A comprehensive review of clinical outcome 
studies (Hayes, Masuda, et al., 2004) and a number of studies published in a special 
issue of the journal Behavior Therapy (2004, Vol. 35, Issue 4) show that ACT is an effec- 
tive intervention for an unusually broad range of clinical problems ranging from depres- 
sion, substance abuse, chronic pain, and eating disorders, to work-related stress and 
other problems, some of which are quite severe (e.g., schizophrenia; see Bach & Hayes, 
2002). ACT has also proven effective for anxiety-related problems such as OCD 
(Twohig et al., in press) and trichotillomania (Twohig & Woods, 2004). One of the 
core findings of most outcome studies to date is that ACT produces rapid and signifi- 
cant decreases in the believability of negative or unwanted thoughts. Interestingly, in 
many cases, the frequency of such thoughts and other unwanted “symptoms” goes down 
as well, although such reductions were not targeted outcomes. 
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Several of the studies examining core processes of ACT, such as acceptance, 
defusion, and willingness (e.g., Eifert & Heffner, 2003; Karekla et al., 2004; Levitt et 
al., 2004; Twohig et al., in press), have been done in the anxiety area. So far, all of the 
published tests of ACT components have been positive. All of this work is consistent 
with the view that ACT is not merely another narrowband, disorder-specific treat- 
ment package. It is much bigger than that. As Hayes pointed out in his foreword to 
this book, it is a model, an approach, and a set of associated technologies, with data 
spanning the range from basic process, to experimental psychopathology, to inductive 
studies of treatment components, to studies of processes of change, to outcome 
research. It is designed to get at the heart of human suffering by addressing processes 
that rest at the core of suffering. This is why ACT works well across a broad spectrum 
of psychological problems. 

Though the treatment program we have outlined has not been tested empirically 
as a whole package, almost every element of this protocol has empirical support. In 
some cases this support comes from experimental psychopathology studies or clinical 
outcome research—in other cases it comes from both sources. So there is a growing base 
of support for this technology and the treatment approach we describe in this book. 
Researchers in several places around the world are busy testing ACT in experimental 
settings and randomized clinical trials doing component analyses and testing processes 
of change. Much of the data are preliminary but strongly supportive. It is time to put this 
approach before the psychological community. 

The fact that not all of these data come from anxiety-related studies is not particu- 
larly relevant because the processes accounting for pathology (e.g., experiential avoid- 
ance and control) as well as the processes of change (greater acceptance, willingness, 
cognitive defusion, and valued living) apply to anxiety as much as they do to substance 
abuse, depression, or chronic pain. Though forms of human suffering may differ from 
one person to the next, the underlying issues tend to revolve around these basic pro- 
cesses. To further advance this work in the area of anxiety disorders requires bundling 
the approach into a technology that is suitable for use by clinicians and researchers 
alike. The next step calls for systematic empirical evaluation. For instance, we are cur- 
rently conducting a randomized clinical trial comparing our program with traditional 
CBT at UCLA, and a related trial will soon start in Albany, New York. We sincerely 
hope that some of you will also contribute to this empirical effort by reporting on your 
work with this treatment via single case reports or other studies. To enable you to do so 
is one of the main purposes of this book. 


Challenges 


There are other challenges that the ACT community faces that may work against 
its staying power. For instance, we are still far from having psychometrically sound 
assessment devices to evaluate core processes that are believed to underlie this treat- 
ment and related interventions. For instance, assessment of experiential avoidance and 
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acceptance is limited to a self-report device (i.e., the AAQ; Hayes, Strosahl et al., 
2004), and several researchers (e.g., Frank Bond) are working to evaluate a revised and 
expanded version of the AAQ. Yet, it is unclear whether acceptance is a construct that 
is best assessed via self-report devices. In our view, acceptance and nonacceptance 
denote actions—what people do, not what they say or think about what they do. We 
therefore need behavioral methods of assessing acceptance. Similar problems exist in 
the assessment of mindfulness and values, and, less so, with defusion. Efforts to develop 
more adequate and versatile measures to assess these key constructs and processes are 
underway. We are not there yet though. 

There is also some concern about whether ACT can or ought to be manualized. 
Those who see ACT as an approach would say no. Those who see it as a technology 
guided by the approach, including us, would say “why not?” We have obviously gone to 
great lengths to manualize the present treatment. We struggled intensely with this 
activity. We tried to get it right. We hope we have provided a useful tool, because there 
is aneed to make ACT and other related technologies accessible to therapists who wish 
to use them. It is simply not workable to rely on seminars and workshops to accomplish 
such goals. Though we encourage you to catch an ACT workshop or two to reinforce 
points and stay abreast of the latest developments in this area, we ultimately believe 
that workshops alone are neither the most cost-effective nor most efficient way to dis- 
seminate ACT. Therapists should not have to rely on such venues in order to learn how 
to apply new psychotherapies. 

Treatment manuals are necessary now more than ever. As Barlow et al. (2004) 
suggested, manuals need to be more simple and user-friendly by focusing on a single set 
of therapeutic principles for all anxiety disorders rather than creating diverse protocols 
for each anxiety disorder. This is precisely the unified approach we have taken with our 
protocol. Manuals are also required as part of federally funded clinical trials testing new 
psychotherapies. They are required for treatments to be considered as empirically sup- 
ported. And, they help with dissemination efforts and are useful for training purposes. 
When used in a flexible fashion and when guided by a clear rationale and conceptual- 
ization, as we have stressed in this book, manuals can be quite useful to you and your cli- 
ents and tend to improve therapy outcome (Schulte & Eifert, 2002). At the same time, 
do not feel compelled to follow the outline we have provided “exactly by the book.” 
Instead, spend time with the material and then use it as a guide or framework in your 
work with clients. Stay clinically present and let the approach and technology we have 
outlined flow from that, not the other way around. This book is not about setting a 
treatment agenda for your clients. This would be ACT inconsistent and not good 
clinical practice anyway. 


OUTLOOK 


Making a difference is what psychotherapy is all about. This book was conceived in the 
spirit of making ACT accessible to therapists who face human suffering—their own and 
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that of their clients. It was created in the spirit of helping you make a difference in the 
lives of clients who suffer about anxiety and fear. The differences we hope that you and 
your clients will achieve are quite broad and sweeping. Imagine, if you will, changes that 
have a broad impact on the lives of your clients. This may be in their families, their work, 
their ability to derive joy and pleasure from the world in which they live, freedom of 
movement, expanded choices and opportunities, new friendships, and deeper interper- 
sonal relationships. It is in these and other areas where our clients’ lives are lived, where 
joys can be found, and where suffering has its greatest impact. How our clients function 
in such domains is what matters most. Lives continue long after therapy has ended. 
Actions do not occur in a vacuum. How we live affects others. The consequences of 
dropping a small pebble into a still pond is a ring of widening ripples that remain present, 
ever expanding, long after the pebble has disappeared below the surface. Therapy is like 
the pebble in this respect. We expect that changes in psychotherapy will have a broad 
impact on the lives of our clients long after therapy has ended. This is our legacy as ther- 
apists and the kind of legacy we hope to achieve with the treatment program outlined in 
this book. The ACT approach we outline for anxious clients is a pebble. Our hope is that 
clients will drop the rope so that they can take the pebble. 


APPENDIX A 


Acceptance and Action 
Questionnaire 
(AAQ-Rev- 19) 
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Below you will find a list of statements. Please rate how true each statement is for you by 
circling a number next to it. Use the scale below to make your choice. 


1 | 2 | 3 | 4 | 5 | 6 | 7 
never |veryseldom| seldom | sometimes | frequently almost always 
true true true true true always true true 
I. Iam able to take action on a problem even if I am 1234567 


uncertain what is the right thing to do. 


2. When I feel depressed or anxious, I am unable to 1234567 
take care of my responsibilities. 


3. Itry to suppress thoughts and feelings that I don’t 1234567 
like by just not thinking about them. 
It’s okay to feel depressed or anxious. 12345 67 
5. Irarely worry about getting my anxieties, worries, 1234567 
and feelings under control. 
6. In order for me to do something important, I have 1234567 
to have all my doubts worked out. 
I’m not afraid of my feelings. 1234567 
I try hard to avoid feeling depressed or anxious. 1234567 
9. Anxiety is bad. 1234567 
10. Despite doubts, I feel as though I can set a course 1234567 
in my life and then stick to it. 
Il. IfI could magically remove all the painful experi- 1234567 
ences I’ve had in my life, I would do so. 
12. Iam in control of my life. 1234567 
13. IfI get bored with a task, I can still complete it. 1234567 
14. Worries can get in the way of my success. 1234567 
15. Ishould act according to my feelings at the time. 1234567 
16. If I promised to do something, PII do it, even if I 1234567 
later don’t feel like it. 
17. I often catch myself daydreaming about things I’ve 1234567 
done and what I would do differently next time. 
18. When I evaluate something negatively, I usually 1234567 
recognize that this is just a reaction, not an objec- 
tive fact. 
19. When I compare myself to other people, it seems 1234567 


that most of them are handling their lives better 
than I do. 


APPENDIX B 


White Bear Suppression 
Inventory 
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Please indicate the degree to which you agree with each of the following items using the 
scale below. Simply circle your response to each item. 


ie - E  a s 
strongly disagree neither agree agree strongly 
disagree somewhat nor disagree somewhat agree 

|. There are things I prefer not to think about. 1 2 3 4 3 

2. Sometimes I wonder why I have the thoughts I do. 1 2 3 4 5 

3. Ihave thoughts that I cannot stop. 1 2 3 4 5 

4. There are images that come to mind that I cannot 1 2 3 4 5 
erase. 

5. My thoughts frequently return to one idea. 1 2 3 4 5 

6. I wish I could stop thinking of certain things. 1 2 3 4 5 

7. Sometimes my mind races so fast I wish I could 1 2 3 4 5 
stop it. 

8. I always try to put problems out of mind. 1 2 3 4 5 

9. There are thoughts that keep jumping into my 1 2 3 4 5 
head. 

10. Sometimes I stay busy just to keep thoughts from 1 2 3 4 5 
intruding on my mind. 

I1. There are things that I try not to think about. 1 2 3 4 5 

12. Sometimes I really wish I could stop thinking. 1 2 3 4 5 

13. I often do things to distract myself from my 1 2 3 4 5 
thoughts. 

14. I often have thoughts that I try to avoid. 1 2 3 4 5 

15. There are many thoughts that I have that I don’t 1 2 3 4 5 


tell anyone. 


Copyright (1994) by Blackwell Publishing Company. Reprinted with permission of the publisher. 


APPENDIX C 


Mindfulness Attention 


Awareness Scale 
(MAAS) 
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Please indicate the degree to which you agree with each of the following items using the 
scale below. Simply circle your response to each item. 


1 | 2 | 3 | 4 | 5 | 6 
almost very somewhat somewhat very almost 
always frequently frequently | infrequently | infrequently never 

I. Icould be experiencing some emotion and not be 123 4 5 6 


conscious of it until some time later. 


2. Ibreak or spill things because of carelessness, not 123 4 5 6 
paying attention, or thinking of something else. 

3. I find it difficult to stay focused on what’s happen- 123 4 5 6 
ing in the present. 

4. Itend to walk quickly to get where I’m going with- 123 4 5 6 
out paying attention to what I experience along the 
way. 

5. Itend not to notice feelings of physical tension or 123 4 5 6 


discomfort until they really grab my attention. 


6. I forget a person’s name almost as soon as I’ve been 123 4 5 6 
told it for the first time. 


7. It seems I am “running on automatic” without 123 4 5 6 
much awareness of what I’m doing. 


8. [rush through activities without being really atten- 123 4 5 6 
tive to them. 

9. I get so focused on the goal I want to achieve that I 123 4 5 6 
lose touch with what I am doing right now to get 
there. 

10. Ido jobs or tasks automatically, without being 123 4 5 6 


aware of what I’m doing. 


11. I find myself listening to someone with one ear, 1 23456 
doing something else at the same time. 


12. Idrive places on “automatic pilot” and then won- 123 4 5 6 
der why I went there. 


13. I find myself preoccupied with the future or the 123 4 5 6 
past. 

14. I find myself doing things without paying attention. 123 4 5 

15. I snack without being aware that I’m eating. 123 4 5 


Copyright (2003) by the American Psychological Association. Reprinted with permission of the 
publisher. 


APPENDIX D 


Web Sites and Other 
Resources 


ACT for Anxiety Disorders—Our Book 
http:/Awww.ACT-for-Anxiety-Disorders.com 

This is a Web site for this book, with information on workshops, contact informa- 
tion for the authors, and additional information about the book and the ACT approach 
in general. Our intent is to make this Web site useful to you. Thus, we plan to include a 
section where you will be able to find audio and video training materials and additional 
clinical resources to help you improve the treatment of your anxious clients. We will 
also share some feedback and suggestions from readers that we think might be of inter- 
est and useful for other therapists. Most of the materials are available for everyone visit- 
ing the site. To access some of the advanced electronic training materials and clinical 
resources will require that you type in the following universal case-sensitive access 
code: ACTonAnxiety. A must see! 


ACT-Related Books and Materials 
http:/Awww.acceptanceandmindfulness.com 

This Web site contains information on other New Harbinger books in which 
acceptance and mindfulness approaches are applied to a variety of clinical problems. 


Acceptance and Commitment Therapy 
http://www.acceptanceandcommitmenttherapy.com 

This Web site has many useful resources for those interested in learning more 
about ACT as well as those actively engaged in ACT research and application. There is 
also an extensive collection of research support (e.g., you can find updated lists of 
empirical studies on ACT, and many of them can be downloaded directly from the Web 
site). 
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Center for Mindfulness in Medicine 
http://www.umassmed.edu/cfm/ 

This is the Web site for the Center for Mindfulness in Medicine, Health Care, and 
Society at the University of Massachusetts Medical School. This site is dedicated to fur- 
thering the practice and integration of mindfulness in the lives of individuals, institu- 
tions, and society through a wide range of clinical, research, education, and outreach 
initiatives. One of these initiatives is the Stress Reduction Program, the oldest and larg- 
est academic medical center—based mindfulness program in the country. 


Relational Frame Theory 
http://Avww.relationalframetheory.com/ 

This Internet site describes relational frame theory (RFT) and relevant related 
research and theory. RFT is the core theoretical conceptual foundation of ACT. This 
Web site includes numerous articles and resources describing RFT work (many may be 
downloaded for free). You will also find a nice online tutorial on the basics of RFT. 
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